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Chapter 1: Introduction 
This thesis focuses on the quality of general practice care, seen from patients' 
perspectives. It is claimed that care providers should be accountable for their services, 
reflecting an increased orientation on the needs and demands of the patient population [8 
pl7-18]. However, the relevance and practical implications of such a policy for daily 
practice are not clear. Patients' involvement in individual contacts with clinicians are seen 
as highly important [19], but less clear is the role of patients in the assessment and 
improvement of care provision. In this context, patient satisfaction studies are probably 
the most commonly used method for documenting patients' perspectives [10 ρ 1-9]. An 
enormous proliferation of questionnaires can be seen - each hospital department, patient 
organization, research group seems to have developed its own instrument. Unfortunately, 
it is difficult to determine the quality and usefulness of most of these "home-made" 
instruments. For instance they may not cover all relevant aspects or they may not allow 
comparisons between different practices. Some of the studies appear to be more 
concerned at backing up care providers in the face of consumers and their organizations, 
than to signal real quality problems or exploring opportunities to make health care more 
patient-centred [8 ρ 18-19]. 
Still, patients may offer valuable contributions to quality assessment and 
improvement. They can be definers of quality, evaluators of quality or informants by 
providing information concerning their own experiences in health care [36]. Particularly 
patients with chronic diseases may be able to evaluate health care well, since they usually 
have many experiences with care delivery [21]. Because of these experiences they may be 
able to formulate their needs and expectations better than patients with acute diseases. 
Particularly these patients should have an active role in health care, if it is accepted that 
they themselves have to manage their lives as much as possible. In addition, an important 
part of the workload of the general practitioner is caused by chronically ill patients [20 
p67]. The aging population will only increase this workload [26]. People with chronic 
illness can be partners for care providers, since they have organized themselves into 
patient organizations in the Netherlands and many other European countries. 
The assessment, improvement and development of the quality of care is relevant for 
many parties, including clinicians, patients, managers, financers, public authorities and 
policy makers. Clinicians have the longest tradition in this field which comprises 
activities such as continuing medical education and peer review groups. Other parties 
have entered the field more recently. This thesis explores the role of evaluations of 
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general practice care, expressed by chronically ill patients, in quality assessment and 
improvement. This introductory chapter starts with providing an overview of possible 
roles of patients in quality improvement (section 1). Next, the relation between patients' 
evaluations of care and the quality of care is explored in more detail (section 2). Then a 
model for patients' evaluations of general practice care is described and the research 
questions for this thesis are formulated (section 3). Section 4 provides an overview of the 
contents of the thesis. 
1. Quality improvement and patients with chronic illness 
DIFFERENT PERSPECTIVES ON QUALITY 
A large number of definitions of'quality of care' are available. Characteristic for most of 
the definitions is the striving for an optimal balance between the actual care and 
expectations, guidelines or arrangements [7 ρ 19-43]. So quality is subjective; the content 
varies from person to person, and from situation to situation. For example, clinicians, 
patients, managers, and authorities may have different definitions, since their interests and 
assumptions differ [1,2,5,6 pl7-18,13,14 pl-58]. Therefore, quality of care implies 
finding a balance between different perspectives. 
Different operationalizations of the concept 'quality' may stress a variety of its aspects. 
A content analysis of about hundred publications resulted in the following definition: 
"The degree to which health services for individuals and populations increase the 
likelihood of desired health outcomes and are consistent with current professional 
knowledge." [9]. This definition stresses following professional guidelines and achieving 
health benefits in patients. If the attention focuses on patients, the so-called 'user-based 
approach' is relevant. In this approach quality is defined from the perspective of the user: 
"The extent to which the sum of characteristics of a product, service or process fits with 
the demands of the user" [4]. This definition focuses on patients' "demands", which may 
differ from patients' "needs" (assessed from a professional perspective) but not 
necessarily. 
The content of the definition of quality may contain different aspects of care and 
different definitions of quality may lead to the formulation of different expectations or 
guidelines for a specific aspect of care. For each aspect it can be assessed to what extent 
the 'achieved' fits with the 'expected'. General practice comprises many aspects, varying 
from 'providing information about diseases' to 'waiting time for an appointment'. The 
aspects can be categorized into a limited number of more abstract aspects. Donabedian [2 
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p4-6] distinguished between structure, process and outcome. Several authors and 
organizations have developed more differentiated lists of aspects. Which aspects are 
chosen is partly determined by the perspective that is taken. 
For example, from a professional perspective primary care (a broader concept than 
general practice) has been described as "the provision of integrated, accessible health care 
services by clinicians who are accountable for addressing a large majority of personal 
health care needs, developing a sustained partnership with patients, and practicing in the 
context of family and community" [3]. This definition specifies a number of aspects that 
are subsequently defined and elaborated in more detail. A different example of a list of 
aspects is provided by Irvine and Irvine [8 ρ 14], who mention six crucial aspects of 
primary care: 'safe, effective personal care', 'easy access to services', 'choice of health 
professionals', 'continuity of care', 'good coordination with other services' and 'care at 
home when needed'. 
The patient perspective was elaborated by Dutch researchers, who developed a list of 
25 aspects of health care [12 pi8-21,15]. These aspects were categorized into 
'professional behaviour', 'attitude of the professional', and 'organization of care'. Examples 
of the aspects are 'effectiveness', 'informativeness', and 'continuity'. A different example 
of an elaboration of the patients' perspective is provided by Williamson [17 p54-109], 
who focuses on patients' autonomy. Her list includes the aspects 'respect of the patient', 
'support', 'information', 'control', 'decision-making' and 'choice'. It is probably necessary to 
adapt such general lists to the specific situation in general practice. An important 
question, though, is to what extent patients actually distinguish between different aspects 
of care. For instance, some authors claimed that the affective qualities of the doctor 
determine patients' evaluations of all aspects of care [28,29,59]. 
PATIENTS' INVOLVEMENT IN QUALITY IMPROVEMENT 
Following the definition of the Dutch National Board for Health and Welfare (Nationale 
Raad voor de Volksgezondheid) [11 pl2], quality improvement can be defined as "a 
compound of activities, focused on improving the quality. These activities comprise 
defining the desired level of quality (quality criteria), creating conditions for achieving 
the desired quality, assessing the extent to which the desired quality has been achieved, 
and the steps taken for improving the quality." In addition, the quality improvement 
activities and their results should be reported [16], for example in an annual report. 
Quality improvement comprises three basic types of activities and patients can be 
involved in each of them: 
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a) Development of standards, guidelines and arrangements for good patient care: defining 
the desired level of health care. Although it has not yet been tried very often, patients' 
expectations (from individuals or patient organizations) could be integrated in this 
development process. Furthermore, professional guidelines can be translated into lay 
versions, as was done in the United States by the Institute of Medicine and in the 
Netherlands by the Consumers' organization (Consumentenbond). 
b) Documenting and assessing health care: determining the discrepancy between what 
was desired and what was achieved. There are a number of ways to document patients' 
experiences and opinions and provide feedback to care providers. Examples include 
questions in direct doctor-patient contacts, patient suggestions for improvement of care, 
complaint procedures, patient surveys and interviews, group interviews, patient diaries 
and observations. 
c) Assuring and improving the quality of care: maintaining and improving the balance 
between desired and achieved quality. Patients can contribute to this by improving the 
adequacy of their use of health care and their communication about their needs for care. 
WHY PATIENTS WITH CHRONIC DISEASES? 
"A chronic disease is a disease that (usually) causes more or less permanent complaints 
and that because of its seriousness requires permanent health care for cure or prevention" 
[23 p24]. It is a (physical or mental) disease, that can be determined objectively and that 
has serious consequences that usually result in a request for health care. Chronic diseases 
include diseases that cannot be cured at present, diseases that cause (serious) 
complications if not treated, as well as long-term diseases (more than six months or more 
than three disease episodes per year) that can be cured. 
Health care for patients with chronic diseases varies enormously. Some diseases are 
treated by regular treatment and screening (diabetes mellitus). Other diseases are 
characterized by a strongly fluctuating need for care (COPD and asthma) or by intensive 
treatment and counselling (CVA)[24]. Common to all chronic diseases, however, is that 
relevant patient outcomes include not only survival and clinical features, but also 
functional status, quality of life and patient satisfaction [24]. Cure is not possible, at least 
in the short-term, so that care focuses on relief from suffering and improving physical, 
mental and social functioning [22]. 
There are several reasons for seeking out the judgements of chronically ill patients in 
particular of the quality of care. First, these patients usually have many experiences with 
health care, so that they are able to formulate their needs and demands better than patients 
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with acute diseases, and can evaluate the quality of care better. In addition, especially for 
chronically ill patients active involvement of the patient in the care is important: they are 
more or less co-producers of health care [22, 25]. It is possible that they get so much part 
of the health care system, that it becomes difficult to identify all different problems. 
Nevertheless, the patient needs to decide what the most important life qualities are for 
him or her, and what the ways are for achieving them. A chronic disease implies a 
disruption of someone's life that appeals to his or her resources in order to restrict the 
negative consequences as much as possible [18]. So it is important that the care provider 
understands the needs and demands of the patient well and that he or she stimulates the 
autonomy of the patient in dealing with the disease [19, 25]. An important goal of health 
care is to help the patient to manage his or her own life. Therefore, caring for chronically 
ill patients requires a broader concept than the traditional medical model, in which only 
the disease is relevant and not the consequences of the disease for the patient [21 ]. 
Secondly, a significant proportion of the workload of the general practitioner is 
caused by patients with chronic diseases. The mean age has increased in most western 
countries and so has the mean number of unhealthy years towards the end of a person's 
life. In the Netherlands 13% of all patients contact the general practitioner because of a 
chronic disease, but of all doctor-patient contacts 27% [20 p67) are related to a chronic 
disease. The aging population will be characterized by a higher prevalence of chronic 
diseases, as well as co-morbidity. Chronic diseases that are most frequent in a general 
practice population are hypertension (prevalence of 54 per 1000 patients), obesity (42), 
chronic ischaemic heart disease (37), arthritis of hip or knee (37), chronic respiratory 
disease (COPD,asthma) (32), eczema (23), diabetes mellitus (21), hay fever (18), 
hyperlipidaemia ( 17), psoriasis (13)[26]. Longitudinal analysis shows that the prevalence 
has more than doubled in the period 1970-1990 [26]. 
Thirdly, especially patients with chronic diseases have organized themselves in 
patient organizations, so they are probably better able to contribute actively to specific 
quality improvement activities than patients with acute diseases. This may lead to 
involvement in quality improvement programmes of clinicians and others, or independent 
quality improvement programmes. Nevertheless, patients' involvement in the face-to-face 
contacts with clinicians, the so-called 'moments of truth', is probably crucial. These are 
the moments when health care is actually realized and where patient and clinician are both 
responsible for a good result. 
So the focus on patients with chronic disease can be justified by a number of reasons. 
Some limitations of this approach should be mentioned as well. A large proportion of the 
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patient population of a general practitioner is not chronically ill. Specific subgroups 
within this population, such as children and their parents, may have many experiences 
with health care as well. Furthermore, they may have specific priorities concerning 
general practice that are different from chronically ill patients' priorities. On the other 
hand, many aspects of general practice seem to be important for all patients, but 
particularly for chronically ill patients: good information about diseases, effective 
medical treatment, quick availability in case of emergencies etc. 
2. The relation between patients' evaluations and the quality of care 
Both for the validation of instruments that document patients' evaluations of care and for 
a good interpretation of these evaluations, insight is needed into the relation between the 
quality of care and the evaluations (judgements, assessments: these words all refer to the 
same concept in this thesis). Since patients' evaluations are assessments of care, the first 
question that arises is whether these assessments can be seen as a direct indication of the 
quality from the patients' point of view. Is it possible to assume a one-to-one relation 
between those two concepts, implying that they both express the balance between actual 
care and expectations? To answer this question the theoretical models on the processes 
that lead to patients' evaluations of care will be analysed below. The conclusion will be 
that it is not possible to determine a simple, straightforward relationship between the two 
concepts. 
The next question is whether patients' evaluations of care can be relevant for quality 
improvement, despite the somewhat unclear relation between patients' evaluations of care 
and the quality of care. The second subsection will describe four different approaches to 
the relevance of patients' evaluations of care, which reflect the different perspectives on 
health care. Whereas this section will provide an overview of the options, the subsequent 
section will describe the approach taken in this thesis. 
PROCESSES 
Pascoe [56] defined patients' evaluations as " a health care recipients' reaction to salient 
aspects of context, process, and result of their service experience". These evaluations can 
refer to different aspects of the care in a consultation or disease-episode; a specific care 
provider, practice or institution; or a specific health care system [48]. Patients' evaluations 
of health care can be distinguished from their evaluations of health (health-related quality 
of life), and from their experiences with health (functional health status) or health care 
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(patients' reports of medical care process) [41]. Patients may have other types of 
knowledge, attitudes and behaviour that might be relevant for the quality of care, such as 
specific ideas about what is healthy life-style. This thesis focuses on patients'judgements 
of health care, because these seem to have the strongest relation with the quality of care. 
Are patients' evaluations of care a direct expression of the quality of care, seen from 
patients' perspective? This would imply a one-to-one relation between patients' 
evaluations and the quality of care. A positive answer to this question is suggested by the 
conceptualization of'evaluations' as the outcome of a comparison between experiences 
and norms: "Satisfaction is not the pleasurableness of the experience, but the evaluation 
that the experience was as pleasurable as it was supposed to be or expected to be." [39]. 
This has also been expressed as 'perceived quality': "Perceived quality can be defined as 
the consumer's judgement about a product's overall excellence or superiority. Perceived 
quality is (1) different from objective or actual quality, (2) a higher level abstraction 
rather than a specific attribute of a product, (3) a global assessment that in some cases 
resembles attitude, and (4) a judgement usually made within a consumer's evoked set." 
[55,72]. Perceived quality is a general and stable attitude, whereas satisfaction is related 
to recent experiences [13 p39-60]. 
The basic idea of the comparison between experiences and norms has been elaborated 
in a number of 'discrepancy theories'. These "include the subject's perception of what is 
expected or valued as the baseline for comparing actual outcomes. Thus, discrepancy 
theories define satisfaction as the difference between actual outcome and some other ideal 
outcome" [56]. The following items can be distinguished: (a) "a cognitively based 
evaluation, or grading, of the structure, process, and outcome of services", (b) "an 
affectively based response, or emotional reaction, to the structure, process, and outcome 
of services" [56]. The available models vary especially with regard of the content of the 
norms. In the 'expectancy-disconfirmation model' norms comprise expectations of health 
care that were defined before the experience [40]. In the 'value-percept disparity model' 
the norms are desires or demands, that can be adapted during the experience of health care 
[69]. The well-known 'expectancy-value model' of Fishbein and Ajzen has also been 
applied to explaining satisfaction, regarded as a specific attitude. In this model, attitudes 
are explained by 'belief strength' and 'attribute evaluations' [47]. 
In addition, the discrepancy theories differ with regard to the influence of norms on 
judgements. For example, different types of expectations have been defined: (a) 
"subjective average based on past experiences", (b) "subjective ideal", (c) "minimally 
acceptable level", (d) "subjective sense of what one deserves", [56]. The last type of 
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expectation (d) can be influenced by 'comparison with relevant others' and 'equity in the 
relation'. Sometimes, passive and active expectations are distinguished. The first are only 
activated if a negative discrepancy occurs between experiences and norms, while the 
latter are relevant for conscious evaluation processes [52,53]. In some theories, the 
evaluation process is elaborated even further [31]. For example, assimilation and contrast 
effects are included that decrease and increase, respectively, the perceived discrepancy 
between experiences and norms [51,56]. 
Discrepancy theories have been discussed critically by a number of authors [43]. 
Empirical tests have shown in several studies that the influence of expectations, needs or 
desires on the evaluations of care is limited [62]. A study that tested five discrepancy 
models showed that in none of the models more than 10% of the variation in patients' 
judgements could be explained [48]. This was also found in several studies in the field of 
consumer satisfaction [30,35]. Verkruisen [65 p90] suggested: "Whether a person will 
eventually be dissatisfied about an experience or not, depends not on an 'abstract standard' 
in the patient's head, but on whether the negative elements of the experience are 
compensated by positive ones, whether the number of negative elements of an experience 
exceed a certain threshold, how many other dissatisfying experiences this person has had 
before and after the experience in question and how 'serious' the experience was 
compared with other dissatisfying experiences that the patient has had". 
Williams [71] discussed three important assumptions of discrepancy theories. (1) 
"Satisfaction is a function of some prior process". However, he concludes from the 
available empirical research: "While there is evidence to suggest that patient's 
expectations and values are involved in evaluations, they do not appear to be related in 
any simplistic fashion". (2) Certain attributes of aspects of care have, in some way, been 
approved or affirmed by the user. The author claims: "It is important to note that patient 
expectations were found to have an independent effect on satisfaction (e.g. irrespective of 
their fulfillment"). Apparently, a conscious comparison of experiences and norms does 
not always occur. An empirical study concerning this assumption suggested that patient 
dependency on care providers makes them unwilling to express criticism [54]. (3) 
"Values and expectations exist." However, sometimes patients do not have concrete 
expectations [49]. Qualitative research suggested that patients may have tentative 
expectations that change over time. "In the first place expectations were expressed 
tentatively and seemed often to emerge out of the interview itself and the experience of 
making sense in the clinic setting" [37]. 
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It is unclear what influence patients' expectations, needs and demands have on their 
evaluations of health care. It is possible that no conscious comparison of experiences and 
norms occurs; in that case evaluations are determined by different mechanisms. Some 
authors claim that satisfaction is an emotion and not a cognitive evaluation: "an emotional 
feeling in response to confirmation/disconfirmation (of expectations)" [70]. In the 
'fulfillment theory' expectations are not included: satisfaction is "a function of the amount 
received from a situation regardless of how much one feels they should and/or want to 
receive" [56]. 
Theoretical research may provide better insight into the determinants of patients' 
evaluations [43, 45 pl5-23, 66], but at present this insight is limited. Expectations, needs 
and demands are probably be relevant for patients' evaluations of care, but it is not clear 
what their exact influence is. It is also possible that no conscious comparison of 
experiences and norms occurs; in that case evaluations can be determined by different 
mechanisms. Attitudes, feelings and cognitions regarding health and health care may 
influence the evaluation process. So the concept of "patients' evaluations of care" can be 
based on a variety of cognitive processes. At present the conclusion is that it is not 
legitimate to define a one-to-one relation between patients' evaluations of care and the 
quality of care (43 ρ 15-23, 59]. The consequence is that the validation of a new 
instrument for patients' evaluations of care and the development of better theories have to 
be done simultaneously [73]. 
FUNCTIONS FOR QUALITY IMPROVEMENT 
Despite the fact that the processes that lead to patients' evaluations remain unclear, it can 
be assumed that patients' evaluations reflect subjective feelings concerning health care. So 
what roles can patients' evaluations of care play in the context of quality improvement, 
and what are the consequences of the different approaches for the validation of 
instruments? Four approaches can be distinguished, reflecting the different perspectives 
on health care. 
A Satisfied patients follow treatment regimes (compliance) [27,32,33,36,43, 
46,47,49,60,71] 
This approach fits in a professional perspective on the quality of care. A clinician will try 
to motivate the patient for a treatment that is necessary in his or her opinion. Patients' 
satisfaction with care is important in this situation, since many studies have shown that it 
relates positively with compliance. A positive evaluation of care may contribute to 
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patients' motivation for a treatment, and therefore to achieving good health outcomes. The 
argument can be summarized as follows: "(...) patients' assessments of, or 'patient 
satisfaction' with care have been shown to affect both the physician-patient relationship 
and patients' health status. Dissatisfied patients physician-shop, change health plans, sue, 
do not follow-through on treatment recommendations, and avoid physician visits" [41 ]. 
B. Satisfied patients will return [27,33,34,44,58,60,67,68] 
This approach fits in an economic and marketing perspective on the quality of care. 
Satisfied patients come back to the care provider, which is particularly relevant in 
competitive markets. Although there is no complete market in most European health care 
systems, increasingly market mechanisms are being built in: "In competitive 
environments those institutions that show that they respond to consumers' needs are in a 
better position to attract funding" [58]. While evidence suggests that many patients do not 
behave like consumers [50, 61], this fact in itself can be seen as an argument to ask for 
patients' opinions. "An issue facing every society is the extent to which government 
should protect buyers from sellers. (...) That consumer satisfaction is an important 
consumer protection issue is obvious." [40] 
С Satisfaction in patients is an outcome of health care [27,32,33,34,36,43, 
46,47,49,58,63,67,68,71] 
Many authors consider satisfaction in patients as one of the desired outcomes of health 
care; other outcomes are health benefits, good accessibility of health care, and efficient 
care delivery. This approach fits in the 'outcomes movement', that is in a humanistic 
version of it, in which satisfaction is seen as a condition of patients that has to be 
achieved. For example, "(...) patient satisfaction is believed to be one goal of health care 
delivery; as a consequence of the consumer movement the satisfaction of the consumer is 
seen as a necessary outcome of any transaction irrespective of the efficacy of that 
transaction" [47]. Another example: "Satisfaction has therefore come to be seen as a 
legimate and desired outcome in itself, not solely as a means of improving compliance. It 
has become an attribute of quality, a legimate health care goal" [71 ]. 
D. Patients are involved in quality assessment and improvement [8 ρ 18-
19,27,32,42,46,47,49,58,67] 
Finally, patients' evaluations of care can be seen as an element of quality assessment and 
improvement: "User input to the services which provide health care is being emphasized 
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increasingly, whether motivated by a perceived need to democratize the health services, 
'counteracting the powerful interests of the professionals and the state', or by a wish to 
stress the interests of the patients as a consumer" [46]. The objective is "making primary 
health care services more responsive to consumer needs and demands" [46]. Insight into 
patients'judgements is seen as a starting point for critical reflection of practice routines 
and the organization of care. This may lead to changes in the routines or organization, or 
to better communication about the reasons for following specific routines. Not only is the 
patient allowed to express evaluations, but he or she may also be expected to contribute to 
quality improvement. 
Positive patients' evaluations of care can be seen as a means to achieve specific patient 
behaviour (A and B), as an outcome of health care (C) or as input into the quality 
assessment and improvement process (D). The approach used has important 
consequences for the interpretation of patients' evaluations and for the development and 
validation of methods for documenting patients' evaluations (box 1). If satisfaction is seen 
as a means for achieving a specific patient behaviour, the prediction of this behaviour by 
satisfaction is crucial. The selection of aspects of care to which patients'judgement refer 
is less important, although it can be assumed that some aspects are more important than 
others. For example, patients' evaluations of the waiting room have probably less 
influence on the compliance with treatment than the evaluations of the information about 
the treatment. 
If satisfaction is regarded as an outcome of health care, which is valuable in itself, it is 
important that the evaluation focuses on aspects of care that are important for patients. 
Only then do patients' judgements express their perspective accurately. This is also 
important if patients' evaluations are used as input into the process of assessing and 
improving the quality of care. But an additional condition is that care providers should 
feel that patients'judgements of the aspects of care are relevant and useful for improving 
the quality of care. The prediction of patient behaviour is less relevant in these approaches 
(C and D). It can be argued that the relation between patients' judgements and their 
behaviour is confounded by many factors, such as opportunities to chose a different 
clinician or financial resources. 
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Box 1: Requirements of methods for documenting patients' evaluations of care 
Relation with quality Requirements 
A Satisfied patients follow treatment regimes predictive value with regard ofcomphance with therapy 
В Satisfied patients will return predictive value with regard of compliance with care provider 
С Satisfaction in patients is an outcome of aspects of care to which patients' evaluations refer are important according 
health care to patients 
D Patients are involved in quality aspects of caroto which patients'evaluations refer are important according 
assessment and improvement to patients and care providers, and patients can provide relevant evaluations 
3. Research questions 
In this thesis patients' evaluations of care are seen as possible input into the process of 
quality assessment and improvement (option D in box 1 ). A new method for documenting 
patients' evaluations of care was developed, focusing on people with chronic illness: CEP 
- Chronically ill patients Evaluate general Practice. The scientific and practical value of 
this method was determined in a series of studies. The following research questions were 
formulated: 
1. What is the validity, reliability and feasibility of the method (CEP) for documenting 
chronically ill patients' evaluations of general practice care? 
2. What are patients' priorities and evaluations with regard to general practice'? 
The CEP is based on a model that comprises five dimensions. 
Aspects of general practice care 
Patients' evaluations, documented by the CEP, refer to different aspects of care provided 
by a specific general practitioner or a specific general practice. The focus is neither on 
specific episodes, such as consultations, nor on primary health care or health care in 
general. It is important that patients' evaluations refer to aspects of care that are important 
for patients and for which they can provide relevant evaluations. In addition, general 
practitioners should feel that insight into patients'judgements of care can be relevant for 
improving the quality of care. Aspects of care where patients' evaluations are not seen as 
relevant, or where the general practitioner has no opportunities to change the situation, 
were excluded from the CEP. Finally, to achieve a comprehensive picture of general 
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practice care, the questions on patients' evaluations of care were organized into 
dimensions that were theoretically and empirically adequate. 
Patients with chronic illness 
The CEP focuses on patients with chronic illness, because these patients usually have 
many experiences with health care, so they can provide relevant evaluations of many 
aspects of care. A significant proportion of the workload of the general practitioner is due 
to patients with chronic illness. The active involvement of the patient in the care is 
particularly important for patients with chronic illness; they have organized themselves in 
patient organizations, so they are more prepared to achieve this involvement. Since 
patients with chronic illness are a heterogenous group, it is important to determine the 
differences between different categories of chronic diseases. On the other hand, they 
should have sufficient similarity in their evaluations of care compared to patients with 
acute diseases to justify the focus on patients with chronic illness. 
Concept 'evaluation' 
The central concept in the CEP is "patients' evaluation of care". This concept refers to the 
subjective assessment of the practice routines. The CEP does neither focus on 
expectations or priorities concerning those practice routines, nor on actual experiences 
with regard to health care or health-related concepts. It is difficult to base instruments on 
theories on patients'judgements of care, since these theories are not very well developed. 
Theory development should be guided by explorations of the relation between patients' 
evaluations and other aspects of patients' subjective feelings. Particularly at this stage 
theory development and instrument validation coincide [73]. Nevertheless, the available 
theory provided some guidance for the selection of aspects of care that are evaluated by 
patients. Patients may not always provide fully 'rational' evaluations, evaluations that are 
based on an explicit comparison of expectations or values and experiences; neither do 
clinicians, managers or policy makers. Still, a criterion for selecting aspects of care in the 
CEP was that patients' evaluations of the aspect could be based on actual experiences with 
health care and on insight into the desired quality. 
Methods and procedures 
Valid, reliable and feasible methods and procedures are needed for yielding insight into 
patients' evaluations of care. The format of the instrument for documenting patients' 
evaluations of care (type of questions, answering scales, lay-out, etc.) should be attractive 
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and understandable for patients and enhance the validity of the judgements given. The 
number of questions within each dimension should be enough to yield accurate and 
reliable results. The procedures for data collection, sampling patients and data analysis 
should be feasible in daily practice, acceptable for doctors and patients, and guarantee 
reliability and (external) validity so that results can be generalized. 
Feedback 
In the context of quality assessment and improvement patients' evaluations of care can be 
seen as feedback from patients on the actual health care. For example, the results of a 
patient survey in a specific general practice or a specific general practitioner can be 
documented in a report. It is important that the feedback from patients provides insight 
into concrete problems and opportunities for improving care. This is particularly 
pertinent, since it is well-known that most patients tend to be satisfied with the care they 
had received [38]. In a management approach specific norms are formulated that should 
be met by the service provider [44]. Since the relation between patients' evaluations and 
their expectations of care is complex (section 2), it is difficult to base such norms on 
patients' expectations. 
Nevertheless, reference points are needed for the interpretation of patients' evaluations 
of care. The CEP does not specify norms or expectations that should be met by the 
general practitioner, but the CEP includes reference numbers that are based on large 
samples of patients and general practices. The idea is that the variation between general 
practitioners in particular can enhance the reflection on practice routines, since general 
practitioners use other general practitioners as a frame of reference in the interpretation of 
patients' evaluations of care. So it is important that the questions and dimensions are 
sensitive to actual differences in care delivery and to differences between aspects of care. 
Box 2 provides an elaboration of the research questions in this thesis, based on this model. 
/ Introduction 21 
Box 2: Elaboration of the research questions 
Model for 
patients' 
evaluations of 
care 
Aspects of 
general practice 
care 
Patients with 
chronic illness 
Concept 
'evaluation' 
Methods and 
procedures 
Feedback 
Questions (*) 
To which aspects of general practice care can patient report he applied'' (2) 
Which aspects of care have been included and which research methods have been used in studies 
on patients' priorities concerning primary health care or health care in general9 (3) 
Which aspects ot care are seen by patients as important for the quality of primary health care ' (3) 
Which aspects ot care are important for the care of people with chronic illness and which ol those 
aspects of care are suitable for patient assessment of the quality of care9 (4) 
Which theoretical and empirical dimensions can be distinguished in patients judgements ol 
general practice care'' (6) 
For which aspects do patients with chronic illness and patients with acute illness have diflerent 
judgements of their general practitioner9 What differences exist between patients with dillerent 
chronic diseases9 (5) 
To what extent are patients' judgements of different aspects of general practice care predicted by 
their subjective health status9 (7) 
What methods of patient report have been applied and how can they be rated ' (2) 
What arc the differences between handing out written questionnaires to chronically ill patients 
who consecutively visit the general practice and mailing questionnaires to chronically ill patients 
who arc sampled from the patient register9 (R) 
What is the reliability of individual patient judgements ot care and ol the aggregated scores for 
different numbers ot questions and patients, and for different aspects ol care9 (9) 
Arc general practitioners evaluated differently by the chronically ill patients in their practice9 If 
yes, to what extent are these differences explained by the composition of the patient populations9 
(5) 
To what extent do patients' ludgcmcnts differ between patient categories and between general 
practitioners, so that they can be relevant for assessing and improving the quality of care9 (6) 
How is the method actually implemented and what are possible benefits9 (10) 
(*) The numbers between brackets refer to the chapters that focus on the questions 
4. Content of the thesis 
The first two chapters provide an orientation on the theory and instruments for 
documenting patients' evaluations of primary care. The present chapter I has focused on 
the relation between patients' evaluations of care and the quality of care. Chapter 2 
provides a systematic literature review of patient satisfaction studies in general practice. 
It describes the methods used and the aspects of care included in the instruments. 
The following five chapters focus on patients' priorities and evaluations with regard to 
general practice; they report on the stepwise development and validation of the CEP. 
Chapter 3 contains a systematic literature review of studies on patient priorities with 
regard to primary health care. Chapter 4 describes a consensus study conducted to 
determine relevant indicators for patients'judgements of general practice care. Chapter 5 
reports on a study that included several hundred patients from eight general practices, 
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using a preliminary version of the method. Chapter 6 reports on the evaluations of care 
provided by 762 chronically ill patients from 28 general practitioners, based on the final 
instrument. Finally, in chapter 7 the relation between health status and evaluations of care 
is explored, using the results of the latter study. 
Then two chapters focus on methodological questions. Chapter 8 reports on the 
comparison between two methods for administering the questionnaire to patients. In 
chapter 9 the reliability is estimated for varying numbers of questions and patients. 
Finally, in chapter 10 conclusions are formulated followed by a discussion of the results 
of the different studies. 
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Abstract 
Patient report (note) seems to be a workable method for quality assurance. For the 
purpose of the development of such a method, a review was made of 40 studies into 
patients'judgements of general practice care. Apparantly, many aspects of care are only 
rarely included in patient report and the patients themselves are hardly ever involved in 
selecting these aspects. Furthermore, there appears to be a large variety in the methods 
that are used. The conclusion must be that in the field of general practice care only little 
progress has been made in the development of patient report as a method for quality 
assurance. 
Note Patient repon relers in this chapter to patients' evaluations of health care, although it usuali) refers exclusive!) to 
patients' actual experiences with health care 
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Introduction 
In the last few decades a wide range of activities have been performed in order to assure 
and, where possible, improve the quality of health care. In this respect more and more 
attention is being given to the contribution patients can make [1,2]. However, there is 
still much uncertainty about how this contribution should be achieved. Several methods 
have been proposed, for instance systematic complaint evaluation, patient participation 
in governing bodies, inspections by patient committees and patient report (satisfaction 
research). Such methods need to be developed and assessed. 
This article focuses on patient report. In many countries experience has been 
acquired in this field. Reviews [3-14] however, raise several questions. For instance, no 
unambiguous picture emerges with regard to which aspects of health care are to be 
presented to patients for judgement. It is also unclear what method of research is the 
most appropriate one. Also, the link between patient judgements and the quality of 
health care is established in several different ways. Patient satisfaction can either (1) be 
a means for achieving quality care, (2) be the outcome of the provided care, (3) be an 
indicator of those aspects of care that can be improved (in case of dissatisfaction), or (4) 
be used for evaluating the quality of care by means of previously determined target 
values [15]. 
If the patient report is conducted within the framework of evaluating the quality of 
care, special attention should be paid to the motivation of both physicians and patients, 
who have to accept the patient report, not only where the choice of aspects of care is 
concerned, but also with regard to the method that is to be used. This acceptance is 
essential, not only to acquire the necessary co-operation in implementing the patient 
report, but also to increase the chance that the results will actually be put into use. 
Moreover, the method that is used should of course yield reliable and valid data on the 
quality of the provided care. For use on a large scale it is important that the method can 
also be applied by non-researchers. 
Against the background of these conditions - acceptability, reliability and validity, 
feasibility - the methods for patient report in general practice care will be reviewed in 
this article. This review aims at contributing to the development of patient report as a 
method for quality assurance in general practice care. The most important questions that 
will be raised in this review are: 
- To which aspects of general practice care can patient report be applied? 
- What methods of patient report have been applied and how can they be rated? 
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Within the framework of the first question this review examines which aspects of care 
were included so far in patient report in general practice care and if and how the patients 
were involved in selecting these aspects. This review also examines whether the aspects 
occuring in patient report in general practice care are different from those occuring in 
patient report in health care in general. With regard to the second question a number of 
methodological issues will be raised. 
Method 
To answer these questions a literature analysis was carried out. The following search 
methods were applied to trace publications on patient report: (1) the volumes of 27 
periodicals for health care or general practice care (from 1980 up to and including 
(June) 1991) were scanned, where possible with the help of a key word register (see 
figure 1). (2) Consequently, the search was continued by checking the literature 
references in the publications found so far. (3) Use was made of the results of a search 
under Medline (key words 'consumer satisfaction' combined with 'quality of care'). Of 
the 280 relevant publications that were traced in this way, 40 deal with research on 
patient report of general practice care. These articles are included in this review. 
For several reasons this review cannot considered as internationally comprehensive. 
First, only published studies have been included, which might caus bias as probably a 
nonrandom sample of studies into patient judgements is published, a problem called 
publications bias [16-22]. Secondly, for reasons of feasibility only periodicals written in 
(American) English, German or Dutch have been scanned. Translation would have been 
necessary for most other periodicals and besides, these periodicals are not easily 
available in The Netherlands. So probably studies from large parts of the world have not 
been included in this review. However, some researchers from these parts may have 
published their studies in periodicals written in English. Because the focus is directed on 
general practice care, only periodicals for health care in general and periodicals for 
general practice care have been scanned. Again, availability of periodicals restricted the 
comprehensiveness of this review. 
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Figure I: List of journals (n=27) 
Allgemein Medizin 
American Family Physician 
Australian Family Practice 
British Journal ol General Practice/ 
Journal ot the Royal College of General Practitioners 
British Medical Journal 
Canadian Гатііу Practice 
Family Practice 
Gewondheid & Samenleving 
Health Services Research 
Huisarts en Wetenschap 
Huisarts Nu 
Inquiry 
Journal of Chronic Diseases 
Journal of Health and Social Behavior 
Journal of Health Education 
Journal of Tamily Practice 
Lancet 
Medical Care 
Medisch Contact 
Nederlands Ti|dschnft voor Geneeskunde 
New Tngland Journal of Medicine 
Patient Care 
Quality Review Bulletin 
Scandanivian Journal of Primary Care 
Social Science & Medicine 
Sociology of Health and Illness 
Tijdschrift Sociale Gezondheidszorg 
For the analysis of the aspects of care that were examined use was made of the aspect 
approach as developed in The Netherlands by the National Council for Public Health 
(Nationale Raad voor de Volksgezondheid) and the Health Research Council (Raad 
voor Gezondheidsonderzoek) (see figure 2)[23]. This aspect approach, which lists a 
large number of aspects of care, seems to be generally accepted in The Netherlands. 
Starting from the perspective of the patients, these aspects were made operational for 
general practice care. On the basis of this, 40 selected publications were checked to find 
out which aspects had been dealt with in the surveys these studies were based on. 
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Figure 2: Aspects ofcare (Health Research Council Netherlands, 1990) 
Professional performance 
1 Effectiveness actual improvement ot the state of health 
2 Professional competence availability ot the necessary knowledge and skills 
I Indication insight into one's own competence and possibilities in relation to that of other professionals 
4 Suitability physical and mental suitability to practice the profession 
5 Safety risk minimization 
6 Accuracy accuracy in the use of knowledge and skills 
7 Hygiene minimization of the risk ot iatrogenic infections 
8 Nutrition quality and taste of diets 
9 Prevention of superfluous care 
10 Burden consequences tor the patient/consumer with regard to his or her total functioning 
Attitude of the professional 
II Humaneness respect tor the patient and his ur her own responsibility 
12 Informativeness willingness to provide the patient with information 
Π Mutual trust respect tor the personal privacy of a patient 
IA Co-operation co-operation between the practitioner and the patient 
15 Accountability ability of the practitioner to iiccounl for his actions and behaviour 
16 Fmpathy ability ol the practitioner to assume the role of the patient 
17 Autonomy (ot the patient) whenever possible active involvement of the patient in clarifying his/her problem 
Organization ofcare 
IR Continuity adequale transfer of treatment in case of more providers of care substitution by a locum or retirement 
19 Availability availability of the practitioner lo potential patients 
20 Efficiency right balance between input (money, means, time) and output (ofcare) 
21 Integrated care tuning the care provided by different professionals to one another 
22 Material privacy saleguardmg the individual privacy of the patient/consumer by protecting physical data 
23 Accessibility physical and geographical accessibility of the care, including the necessary equipment 
24 Financial accessibility 
25 Accommodation physical suitability of the organization 
One of the questions was whether there was any difference between the aspects that 
came up in patient report in general practice care and those that occured in patient report 
in health care in general. In order to be able to compare the two, use was made of a 
review by Hall and Dornan [4] on patient report in health care in general, which 
included aspects of care similar to those occuring in the aspect approach used in this 
study. Unfortunately, Hall and Dornan's list is much more limited and does not include 
all the aspects ofcare that occur in the aspect approach used here. 
Furthermore, a list of points for special attention was compiled on the basis of a 
number of reviews and important surveys with regard to the applied methods of patient 
report. Of these points the most important ones will be dealt with in this article: (a) 
sample characteristics, (b) measurement characteristics, (c) discrimination, meaning the 
highest and lowest percentage of dissatisfied respondents per item or dimension, and (d) 
non-response percentage. 
2 Quality judgements by patients a literature analysis 31 
Results 
Table 1 gives a survey of the 40 studies that were selected [24-63]. In the table the 
studies are grouped according to the subject of the patient judgement: a specific visit to 
a general practitioner, a specific general practitioner or general practice, primary care in 
general. The table shows that research reports tend to be incomplete. For example, the 
number of physicians involved has been reported in only 16 studies and the percentage 
of non-respondents only in 21 studies. 
ASPECTS OF CARE 
Table 2 shows how often the different aspects of care were examined. The table also 
states the percentages Hall and Doman found in their review, so that a comparison can 
be made. 
In surveys on patient judgements in the field of general practice care patients were 
relatively often asked to assess aspects like accuracy, humaneness, informativeness, and 
availability. In half of the surveys respondents were requested to give an overall 
assessment. Aspects like professional competence, indication, empathy, and 
accommodation were included less frequently. The following aspects hardly occurred at 
all: 
- effectiveness, 
- suitability, safety, hygiene, nutrition: technical aspects of care, 
- prevention of superfluous care and burden on the patient (the effects of an illness on 
the patients' functioning); however, these aspects can also be regarded as aspects of 
accuracy, 
- mutual trust and co-operation: aspects concerning the relation between general 
practitioner and patient, which can also be regarded as aspects of humaneness, 
- accountability and autonomy: aspects concerning the patients' responsibility for his 
own life, 
- continuity, efficiency, integrated care, material privacy, physical and financial 
accessibility: aspects concerning the organization of care. 
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Table 1: Overview of studies 
Author No of 
palienLs 
Patient judgements on specific 
Bensing 
Bertakis 
Beslvater 
Bollam 
Cowan 
Dixon 
Гаі о 
Hull 
Lehmann 
Rashid 
Smith С К 
Like 
Patient judgements 
Attkisson 
Ben-Sira 
Ben-Sira 
Patrick 
Weiss 
Allen 
Baker 
Bergsma 
Cherkin 
Curtis 
C>mbalist 
Di lomasso 
Krol 
Lawson 
Linder-Pelz 
Meyboom 
Murray 
Sixma 
Smith, С 
Spendlove 
Steven 
Williamson 
Woolley 
Yaffc 
Segali 
103 
100 
656 
177 
73 
3887 
29 
1112 
37 
250 
29 
144 
No of No of 
practitioners physicians 
visitation 
12 
13 
10 
25 
5 
on specific general practice 
246 
1892 
IMI 
1245 
400 
593 
239 
130 
277 
896 
158 
268 
170 
1012 
137 
443 
250 
706 
105 
87 
1700 
177 
1761 
126 
231 
Patient judgements on primary 
IJzermans 
Krakau 
Larsen 
265 
3780 
907 
15 
-
-
-
-
-
1 
6 
-
-
1 
1 
1 
-
-
75 
-
-
-
1 
-
4 
2 
-
1 
care in general 
6 
3 
-
12 
-
2 
77 
-
-
-
25 
14 
5 
11 
-
or practitioner 
26 
-
-
-
-
-
8 
6 
101 
-
20 
-
9 
-
-
75 
-
-
-
-
-
52 
-
-
-
30 
-
-
Place 
Pract 
Home 
Pract 
Home 
Pract 
Home 
Pract 
Pract 
Pract 
Pract 
Pract 
Pract 
Pract 
Home 
Home 
-
Home 
Home 
Pract 
Home 
Home 
Home 
Pract 
-
Pract 
Pract 
Home 
Pract 
Home 
Home 
Pract 
Pract 
Home 
Pract 
Pract 
Home 
Pract 
Home 
Home 
Melhod 
Question 
Question 
Question 
Intcrv 
Interv 
Post 
Interv 
Question 
Question 
Question 
Intcrv 
Question 
Inlerv 
Inlerv 
Interv 
Interv 
Interv 
Interv 
Question 
Interv 
Post 
Post 
Question 
Question 
Question 
-
Question 
Question 
Question 
Post 
Interv 
Interv 
Question 
-
Interv 
Interv 
Post 
Question 
Post 
Question 
Moment 
After 
After 
After 
After 
After 
After 
After 
After 
After 
After 
After 
After 
After 
Indep 
Indep 
-
Indep 
Indep 
After 
After 
After 
Indep 
After 
-
Indep 
Indep 
Before 
Indep 
After 
Indep 
Indep 
Before 
Before 
Indep 
-
-
Indep 
Before 
Indep 
Indep 
The studies are ordered by the specifity of patient judgement a specific visitation (a particular episode), a specific general 
practitioner or general practice or primary care in general 
No of patients, number of patients, No of practitioners, number of practices/health centres, No ol physicians number of 
physicians, place, place of measurement (home patient, practice/health centre), method, melhod of measurement 
(questionnaire given in general practice, interview, postal questionnaire), moment, moment of measurement (before or after 
visit to practice or independent of it), 
2 Quality judgements by patients a literature analysis 33 
Author 
Patient judgements or 
Bensing 
Bertakis 
Bestvater 
Bollam 
Cowan 
Dixon 
Falvo 
Hull 
Lehmann 
Rashid 
Smith С К 
Like 
Patient judgements or, 
Attkisson 
Ben-Sira 
Ben-Sira 
Patrick 
Weiss 
Allen 
Baker 
Bergsma 
Cherkin 
Curtis 
Cymbalist 
Di Tomasso 
Krol 
Lawson 
Linder-Pelz 
Meyboom 
Murray 
Sixma 
Smith, С 
Spendlove 
Steven 
Williamson 
Woolley 
Yaffe 
Segali 
Patient judgements on 
IJzermans 
Krakau 
Larsen 
Questions 
Sort of No 
ι specific visitation 
Diverse 
Diverse 
Good/bad 
Satis 
Diverse 
-
Good/bad 
Diverse 
Agree 
Agree 
-
Satis 
6 
15 
2 
-
4 
-
17 
2 
19 
13 
7 
5 
ι specific general practice 
Good/bad 
Agree 
Good/bad 
Agree 
Agree 
Satis 
Agree 
-
Agree 
Differ 
Diverse 
Agree 
Good/bad 
Agree 
Complain 
Agree 
Agree 
Satis 
Good/bad 
Satis 
Satis 
Satis 
-
-
primary care ir 
Agree 
-
Satis 
6 
3 
3 
26 
5 
1 
17 
-
18 
-
8 
80 
29 
-
14 
2 
26 
8 
101 
10 
21 
-
-
1 
2 
ι general 
18 
1 
1 
Cat 
5 
5 
3/5 
5 
-
-
5 
5 
5 
2 
-
Line 
or practitioner 
Diff 
-
-
3 
4 
5 
5 
Open 
5 
Diff 
Diff 
4 
3-6 
-
5 
Open 
5 
4 
5 
5 
2 
2 
2 
4 
2 
Open 
4 
% Discrimination 
Mm 
-
-
7 
20 
-
6 
-
7 
-
-
-
-
-
-
-
-
-
22 
-
-
-
18 
9 
-
-
8 
-
1 
-
16 
20 
-
00 
6 
-
-
-
13 
3 
-
Max 
-
-
50 
32 
6 
19 
-
9 
-
-
-
-
. 
-
-
-
-
23 
-
25 
-
-
13 
-
-
32 
-
14 
-
77 
-
53 
14 
27 
-
-
-
38 
17 
-
% Non resp 
-
-
-
27 
-
16 
-
-
-
12 
-
4 
18 
-
-
-
32 
24 
25 
-
29 
-
-
15 
58 
42 
27 
4 
-
30 
-
2 
-
0 
-
-
47 
26 
41 
9 
No aspects 
4 
6 
1 
5 
1 
4 
2 
2 
6 
6 
1 
4 
8 
3 
3 
6 
3 
1 
7 
6 
5 
II 
7 
8 
1 
2 
10 
2 
6 
7 
4 
3 
7 
6 
2 
1 
3 
2 
4 
1 
son of questions, what is asked9 (good/bad opinion, satisfaction, agreement, complaints, diverse or different questions), No 
of questions, number of questions, Cat questions, number of answer categories, Discrimination mm/max, 
minimum/maximum discrimination (percentage unsatisfied), % non resp percentage non response. No aspects, number of 
aspects m a particular study 
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Table 2: Percentage studies which include patient judgements on particular aspects оГсаге (n=40) 
Professional performance 
Effectiveness (outcome) 
Competence 
Indication 
Suitability 
Safety 
Accuracy 
Hygiene 
Nutrition 
Prevention of superfluous care 
Burden (on the patient) 
Attitude of the professional 
Humaneness 
Informativeness 
Mutual trust 
Co-operation 
Accountability 
Empathy (attention lor psychosocial pro­
blems) 
Autonomy of the patient 
Organization of care 
Continuity 
Availability (access) 
Efficiency 
Integrated care 
Material privacy 
Accessibility 
Financial accessibility 
Accommodation (facilities) 
Global (overall quality) 
Bureaucracy 
Overall 
General practice care 
(n=40) 
8 
18 
18 
5 
-
38 
3 
-
8 
3 
65 
48 
5 
3 
5 
25 
5 
10 
62 
5 
10 
3 
13 
10 
18 
50 
N1 
N1 
Hall and Doman 
(n=221) 
6 
43 
N1 
N1 
N1 
N1 
N1 
N1 
N1 
N1 
65 
50 
N1 
N1 
N1 
3 
N1 
4 
27 
N1 
N1 
N1 
N1 
18 
16 
45 
28 
43 
N1, not included in list of aspects 
The terms in parentheses are used by Hall and Doman 
The overall picture corresponds to the one Hall and Dornan [4] describe with regard to 
their research into patient judgements in various fields of care. Exceptions are, on the 
one hand, professional competence (this aspects occurred far less frequently in surveys 
in the field of general practice care) ahd on the other hand continuity, availability, and 
empathy (these aspects occured more frequently in surveys in the field of general 
practice care). 
In most studies researchers seem to decide which aspects are included. No more than 
5 out of 40 publications on research into patient judgements stated that patients had 
been involved in selecting the aspects of care that were to be examined 
[24,26,33,39,48]. In these studies exploratory preliminary research with patients and/or 
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discussion with a group of patients had taken place beforehand. In general, these 5 
surveys dealt with the same aspects as did the total collection of 40 studies. 
INSTRUMENTS AND PROCEDURES 
Sample size 
In 35% of the studies a random sample of a local population was taken. The other 65% 
worked with a sample taken from the patients file of a single general practice or a health 
centre. In a few studies (7.5%) the parents were questioned if the patients were very 
young. 
Table 3 states the data with reference to the size of the samples. It turns out that these 
tend to vary considerably, in terms of the number of patients as well as in terms of the 
number of practices and physicians. The median rates show that most studies are 
smaller than the mean rates suggest. For example, the mean number of patients per 
practice is 200.5, while the median is 73.0. When the two studies with the largest 
sample sizes (3780 and 3887) have been excluded, the mean even drops to 146.3 and the 
median to 50.0 patients. 
Table 3: Sample size of patients (n=40), practices (n=25) and practitioners (n=16) and number of patients per practice 
(n=25) 
Patients 
Practices 
Practitioners 
Patients per practice 
Range 
29-3887 
1-75 
2-257 
8 6-1260 0 
Mean 
673 5 
76 
29 4 
200 5 
SD 
903 5 
153 
30 0 
305 0 
Median 
250 0 
1 0 
170 
73 0 
Note n, the number of studies giving details on sample sizes 
An interesting question is whether the sample size of patients and physicians per 
practice depends on the number of practices involved in the study. In 25 studies 
information on the number of practices involved is available. In 13 of these studies a 
single practice or health centre was involved. In these 13 studies on avarage 170.8 
patients (median 144.0)(n=13) and 10.7 physicians (median 10.0)(n=6) were involved. 
In the 12 studies conducted in two or more practices on avarage 232.6 patients (median 
44.2)(n=12) and 3.4 physicians (median 1.0)(n=9) per practice were included. Looking 
at the median rates, it can be concluded that in multi-practice studies less patients and 
physicians per practice were involved than in single practice studies. 
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Measurement characteristics 
Table 4 shows the method, moment and place of interviewing as used in the studies into 
patient judgements in the field of general practice care. There proves to be a 
considerable variation in the interview procedures used. Most frequently applied 
methods of interviewing were: 
- questionnaires filled in by patients in the practice, before or (more often) after their 
visit to the general practitioner (30% of the studies), 
- interviews of patients in the practice, before or (more often) after their visit to the 
general practitioner (17.5% of the studies), 
- interviews of patients at their homes, after or (more often) independently of their 
visit to the general practitioner (17.5% of the studies), 
- mailed questionnaires, filled in by patients in their homes, after or (more often) 
independently of their visit to the general practitioner (15% of the studies). 
In the remaining 20% of the studies other interview procedures were applied or 
information in this area was lacking. 
Table 4 also shows that different kinds of questions occured, but that the answer format 
usually consisted of a scale (often a 5-point scale). The number of items varied from 1 to 
101, but was usually relatively small (mean=14.8 and median=8.0). Only 15% of the 
studies used an already existing measuring instrument. So, there is hardly any question 
of standardization. 
In 75% of the studies patients were directly asked to pass their judgements, in 7.5% 
they were asked indirectly (through experiences) and 15% of the studies used both 
direct and indirect questions (one study does not state how the questions were asked). 
Only 8 publications (20%) give details on reliability (Cronbach's alpha, which varied 
from 0.66 to 0.88). 
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Table 4: Characteristics of measurement (%> (n=40) 
Method 
Interview 
Questionnaire given in practice 
Mailed questionnaire 
Unknown 
Moment 
Before visit 
After visit 
Independent of visit 
Unknown 
Place 
Practice/health centre 
Patient home 
Unknown 
Sort of questions 
Satisfaction 
Opinion (good/bad) 
Agreement/disagreement 
Diverie.different 
Unknown 
Answer format 
Dichotomy 
Scale (3-7 points) 
Different 
Unknown 
37 
43 
15 
_5_ 
100 
10 
45 
35 
10 
100 
50 
43 
7 
100 
20 
15 
30 
20 
15 
100 
12 
52 
18 
Л 
100 
Discrimination 
To establish discrimination values, the percentage of dissatisfied respondents per item 
or dimension was examined. All 40 studies considered, these values varied from 0 to 
77% dissatisfied respondents. For each separate study the highest (maximum) and the 
lowest (minimum) percentage per item or dimension was recorded. The mean minimum 
percentage of dissatisfied respondents was 10.4%, while the mean maximum percentage 
of dissatisfied respondents was 28.0% (table 5). 
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Table 5: Mean minimum and maximum percentage dissatisfaction divided by sort of questions and methods, moment 
and place of measurement (n=15 respectively n=16) 
Minimum (%) Maximum (%) 
(n-15) (n=16) 
Overall mean 10 4 29 0 
SD 7 3 18 9 
Median 8 0 24 0 
Range 0-22 6-77 
Means, divided by 
Sort of questions 
Satisfaction 13 6 24 0 
Opinion (good/bad) 6 0 38 0 
Agreement/disagreement 14 5 57 5 
Diverse/different 8 8 10 5 
Unknown 6 0 22 0 
Method of measurement 
Interview 20 7 27 8 
Questionnaire 6 2 23 0 
Postal questionnaire 10 8 37 7 
Unknown 7 0 29 5 
Moment of measurement 
Before visit 6 5 35 0 
After visit 9 8 24 7 
Independent of visit 118 23 3 
Unknown/different - 6 0 
Place of measurement 
Practice/health centre 7 0 28 9 
Patient home 12 4 29 3 
Unknown 90 130 
Note n, the number of studies giving details on (all) characterises discussed here 
Consequently, it was checked whether discrimination tended to vary in accordance with 
the kind of questions or the interview procedures that were used (see table 5). It turned 
out that questions through which respondents had to give their opinion on statements 
(agree-disagree questions) on avarage yielded the highest dissatisfaction percentage 
(both maximum and minimum). The highest maximum dissatisfaction level was found 
in interviews conducted by mail. Interviews conducted before a visit to a physician 
showed the on avarage highest maximum dissatisfaction levels and the lowest minimum 
dissatisfaction levels. The place of the interview seems to have little effect on the 
maximum dissatisfaction level, but the minimum dissatisfaction proved to be higher if 
the patients were interviewed at home. 
Considering the overall influence of aspects of measurement on percentage 
dissatisfaction, the sort of questions seems to exert strongest influence. 
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Non-response 
Non-response varied from 0 to 58%. On avarage it amounted to 23.3% (table 6). It was 
checked whether non-response tended to vary in accordance with the interview 
procedures or the number of questions asked (see table 6). It appears that oral or written 
interviews produce similar non-response figures, while interviews conducted by mail 
usually involve a higher non-response. Questioning patients before or after a visit to a 
physician yielded similar non-response figures: questioning patients independent of a 
visit to a doctor lead to a higher non-response figure. The place of questioning was of 
little influence, as was the number of items (Pearson's correlation between non-response 
and number of items was 0.02). 
Overall, whether or not an interview has been conducted by mail seems to exert 
strongest influence on non-response percentage. Furthermore, patient report 
independently of the visit to the general practitioner yields high non-response 
percentages. This cannot be explained by the minor proportion of mailed questionnaires 
in this category. 
Table 6: Mean percentage non-response divided by method, moment and place of measurement and number of items 
(n=21) 
Overall mean 
SD 
Median 
Range 
Means, divided by 
Method of measurement 
Interview 
Questionnaire 
Postal questionnaire 
Unknown 
Moment of measurement 
Uefore visit 
After visit 
Independent of visit 
Unknown/diiferent 
Place of measurement 
Practice/health centre 
Patient home 
Unknown 
No of items 
1-7 
8-101 
Unknown 
Non-response (%) 
23 3 
156 
25 0 
0-58 
20 6 
20 0 
32 6 
21 0 
183 
21 2 
28 7 
95 
190 
23 6 
58 0 
23 2 
24 3 
21 3 
40 2 Quality judgements by patients a literature analysis 
Discussion 
This review aims at contributing to the development of a feasible, reliable, valid and 
acceptabile form of patient report, which might prove useful for quality assurance and 
quality improvement in general practice care. For this purpose studies of patient report 
in the field of general practice care have been collected and analysed systematically. 
The review does not claim to provide an exhaustive survey of the international literature 
on the subject. Moreover, parts of this review had to remain incomplete as a result of the 
frequent lack of detailed information in the publications that were traced and analysed. 
The conclusions should therefore be considered as merely indicative. 
The central conclusion of this review is that in the field of general practice care 
relatively little progress has been made in the development of patient report as a 
methodology for quality improvement. This conclusion will be explained below. 
ASPECTS OF CARE 
This review has shown that patients of general practitioners were mainly questioned on 
accuracy (in the professional performance of the practitioner), humaneness, 
informativeness, and availability (of the general practitioner). 
The overall picture is reasonably consistent with Hall and Doman's findings in their 
review [4] on satisfaction research in health care in general. However, the comparison is 
complicated by the fact that a large number of aspects were not included in the Hall and 
Dornan's review. For example, it might be possible that competence in their review 
includes some aspects of professional performance included in our review. Furthermore, 
the difference in availability might be less large if the aspects of bureaucracy and access 
in the review of Hall and Doman are counted as one single item. It remain unclear, 
however, if and to what extent these percentages may be added to one another. Besides, 
not all aspects can be compared easily. For example empathy and attention to 
psychological problems seems to be not fully identical concepts. 
The question that arises is why a large number of aspects of care were included far 
less frequently than other aspects or were left out completely? Perhaps it was assumed 
that patients are not capable of passing a meaningful judgement on some particular 
aspects of care. This assumption may be true for medical technical aspects, but whether 
it holds true for other aspects as well remains open to discussion. It seems that 
organizational aspects of care, for instance, lend themselves excellently for quality 
assessment by patients. 
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In this connection it should also be pointed out that it is often the researchers 
(sometimes together with their clients) who select the aspects of care that are to be 
judged by patients during research. In view of the need for acceptance of the patient 
report it is of great importance that not only physicians but also patients are involved in 
this selection process. Up to now this has hardly been the case. 
RESEARCH METHOD 
Although researchers seem to be focusing on the development of a questionnaire, other 
aspects of the research method are also relevant. In this survey several of these aspects 
of research methods were discussed. 
First, the issue of the sample size, the number of patients, physicians and general 
practitioners involved, was looked into. There proves to be a large variety in sample 
sizes. It is unclear how many patients per general practice have to be interviewed in 
order to be able to obtain a valid picture of the quality of the provided care. Among 
other things, this depends on the homogeneity of the patient population and the provided 
care. It might also be interesting, for that matter, to interview relatives of the patients 
involved on the quality of the provided care. This might reduce the chance of receiving 
socially desirable answers. 
Secondly, questioning procedures (method, moment and place) were discussed. In 
this respect too, there provide to be many differences. It seems plausible that the choice 
of a particular procedure can seriously affect the acceptance of a survey by the patients 
and physicians involved. Furthermore, the elaboration of the chosen procedure will 
determine if and how the methods can also be applied by non-reseachers. Research into 
the acceptance of different procedures by physicians and patients and into the practical 
applicability of particular procedures is therefore desirable. 
Thirdly, a description was provided of the nature and length of the questionnaires 
that have been used up till now. There is harldy any standardization yet. Apparantly, the 
quality of the instruments used so far is still insufficient. The fact that reliability data are 
often lacking also seems to indicate that this is the case. The questionnaires tended to be 
very short: the median was at 8 items. Although a small number of items has the 
advantage of simplifying data collection and analysis, the number of aspects that can be 
included has to remain limited. 
Fourthly, it was examined how discrimination can be optimized and non-response 
minimized. Questions in the form of statements to which respondents have to answer in 
terms of agree/disagree, seem to be the most discriminative ones. Strikingly, there did 
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not seem to be a connection between the number of items and the level of non-response. 
As to the moment of the interview, the most favourable moment, both from the 
viewpoint of limiting non-response and from the viewpoint of optimizing 
discrimination, seems to be prior to the vist to the physician. As for the method of 
interviewing, the most attractive one, as far as optimizing discrimination is concerned, 
seems to be an interview conducted by mail, although from the viewpoint of non-
response this method seems far less attractive. Oral and written interviews yielded 
similar non-response figures, but oral interviews had a better score with regard to 
discrimination. Unfortunately, oral interviews are less suited for large-scale and 
continuous quality assurance because of the expenditure and organization involved. The 
place of interviewing seems to have little influence on discrimination and non-response. 
Finally, we would like to comment on the report of research results and on the 
feedback of results to physicians and patients. Several authors [5,13,14,59,64] have 
drawn attention to these points, but researchers in the field of general practice care have 
never dealt with it in a systematic way. It would be desirable to develop methods for 
achieving quality improvement by means of systematic and repeated data collection and 
feedback. 
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Abstract 
To make health care more responsive to patients' needs, insight into patients' priorities is 
needed. A systematic literature review, using electronic and manual searches, was made 
of studies on patients' priorities concerning primary health care. Data-extraction was 
performed by two researchers, followed by systematic analyses of study features. Fifty-
seven studies were included. The aspects of care and methods used showed a wide 
variation. Aspects most often included were 'informativeness', 'humaneness' and 
'competence/accuracy'. Based on an analysis of 19 studies, the following aspects were 
seen by patients as most important in more than 50% of the studies that included them: 
'humaneness', 'competence/accuracy', 'patients' involvement in decisions', 'time for care', 
'other aspects of availability/accessibility', 'informativeness', 'exploring patients' needs', 
'other aspects of relation and communication' and 'availability of special services'. 
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Introduction 
Patients can offer valuable contributions to the improvement of health care. They can be 
definers of good quality, evaluators of health care delivery and reporters of their 
experiences [1]. As participants in health care delivery, they can influence the quality of 
care in more direct ways as well, for example by means of involvement in decisions 
concerning medical treatment. So it is important to know which aspects of care are impor-
tant for patients and which aspects are less important. This knowledge helps health care 
providers to set priorities in their efforts to make health care more responsive to patients' 
wants and needs. Furthermore, using patients' perspectives for assessing the quality of 
care focuses on aspects that proved to be important for patients. A literature review of 
patient satisfaction studies in primary care showed that patients were rarely involved in 
the selection of indicators [2]. Therefore valid and reliable documentation is needed of the 
importance of different aspects of health care from patients' point of view. 
Priorities can be defined as statements that indicate the importance of specific aspects 
of clinical behaviour of care providers or the organization of care. Priorities are 
'normative expectations': ideas about what should or ought to happen [3]. Patients' 
priorities differ from their reported experiences and from their satisfaction ratings with 
care delivery [4]. Reported experiences are perceptions of actual events or episodes of 
care, such as the number of health check-ups in the last year. Satisfaction expresses an 
evaluation of actual experiences for which expectations or priorities are a frame of 
reference. 
Studies on patients' priorities have been published in many different sources, 
including health care and social science journals. We decided to make a systematic 
literature review of these studies. To the authors' knowledge, this is the first systematic 
literature review in this research field. It focuses on primary care, since this review is part 
of a large international study on patients' priorities and evaluations concerning the quality 
of general practice care, called EUROPEP [5]. Primary care was defined "the provision of 
integrated, accessible health care services by clinicians who are accountable for 
addressing a large majority of personal health care needs, developing a sustained 
partnership with patients and participating in the context of family and community" [6]. 
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The following research questions were formulated: 
- Which aspects of care have been included and which research methods have been 
used in studies on patients' priorities concerning primary health care or health care in 
general? 
- Which aspects of care are seen by patients as important for the quality of primary 
health care? 
Methods 
LITERATURE SEARCH AND INCLUSION 
In order to find studies we applied several systematic search strategies: (1) Computerised 
searches in Medline (1966-Sept 1995), Psychlit (1977-June 1995) and Sociofile (1974-
Aug 1995), using the keywords 'patient' or 'consumer' combined with 'expectation', 
'priority' or 'preference' and combined with 'care' ('primary health care' in Medline). (2) 
We searched 30 international scientific journals for health care, general practice or family 
medicine care manually (1980 - Sept 1995), using registers if possible (main keywords 
were patient satisfaction, patient views). These searches provided several hundred 
publications on patients' views. A preliminary selection was made, including 240 studies 
referring to patients' expectations or priorities with regard to primary health care or health 
care in general. 
Then a final selection of studies was made using the following inclusion criteria: (a) 
the study focused on primary health care or health care in general, (b) a patient sample 
was asked about priorities with regard to health care, and (c) quantitative results were 
reported, excluding qualitative descriptions. Using the definition of primary care given in 
the introduction we included all health care providers that focused on broad, unselected 
groups of patients, regardless of the institutional organization. 
We excluded (a) studies on consultation-specific expectations ('reasons for encounter') 
or expectations that were related to specific care providers, that cannot be generalised, (b) 
studies that included specific population groups (e.g. students), except for groups defined 
by age and/or sex, (c) studies in which the preference for different care providers or 
services was compared. We also excluded studies that did not focus on priorities, but only 
on other aspects of patients' subjective experience, such as satisfaction, evaluations, 
perceptions, percieved problems, utilities or unmet needs. 
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DATA EXTRACTION AND ANALYSIS 
We used a scoring form to register for each study which aspects were included and which 
methods were applied. The taxonomy of aspects of care (box) was based on a qualitative 
study on patients' priorities and a well-known Dutch list of aspects [7]. Every study was 
evaluated by two researchers in order to improve the reliability of inclusion and scoring. 
Where differences existed, consensus was achieved by means of discussion. 
Box : List of aspects of health care 
Dimension 
Avallabili!} and 
accessibility 
Organization 
and cooperation 
Medical care 
Relation and 
communication 
Information 
and support 
Aspects 
Waiting times 
Flexibility 
Telephone consultations 
Physical accessibility 
Financial accessibility 
Premises 
Continuity 
Cooperation 
Ffficicncy 
Special services available 
Effectiveness 
Burden 
Competence /accuracy 
Humaneness 
Exploring patients needs 
Patients' involvement in 
decisions 
Time for care 
Patients' privacy 
Informativeness 
Stimulating self-help 
Counselling 
Supporting patients' relatives 
Definitions 
Time before a general practitioner can be consulted 
Opportunities for choosing a general practitioner and appointment 
limes 
Accessibility of the general practitioner by telephone 
Physical and geographical accessibility of the general practice 
accommodation 
1 manual accessibility of general practice care 
Physical suitability of Ihe organization 
Organization ol treatment in the course of time 
Transfer of treatment in case of more providers of care, substi­
tution or retirement 
Balance between input (money, means, lime) and output (ol care) 
Availability of special service in the general practices, such as 
preventive screening 
Actual improvement or stabilization of the slate of health 
Attention for the consequences of care for the patient with regard 
to his functioning 
Accuracy in the use of knowledge and skills 
Respect and personal interest for the patient as an individual 
Exploring patients wishes and needs with regard to health care 
Patients' involvement in decisions about care 
Time lor paying attention to the patient 
Respect for the personal privacy of a patient 
Provision of relevant information to the patient 
Stimulating patients' responsibility for treatment compliance and 
self-care 
Attention for patients' psychosocial problems 
Attention for needs of patients' partner and relatives 
To answer the first research question descriptive tables were made using the data on the 
scoring forms. For the second research question the studies were categorised in three 
sections: (a) studies that used open-ended questions; (b) studies that provided a rank-order 
of the importance of different aspects of care, based on rating or ranking scores of at least 
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3 different aspects; (c) other studies, most of them qualitative in-depth studies on specific 
aspects of general/family practice. Some studies were categorised in more than one 
section. 
Finally, for the studies in category (b) an overall rank-order was established. In each 
study the items scored in the highest quartile of the importance rank-order were 
considered. For example, from a list of 8 items we took the 2 items that scored highest. 
From studies that used more than 40 items, we took the 10 most important items in order 
to avoid too much influence of these studies on the overall rank-order. In studies that 
included two study groups most important items from both study groups were considered. 
The unit of analysis was the study. For each aspect of care we calculated the number of 
studies that included this aspect (x) and the number of studies that reported items in the 
highest quartile (y). Based on the proportion y/x an overall rank-order of aspects of care 
was established. 
Results 
In sum 57 studies met our inclusion criteria [8-64]. Most studies were carried out in the 
USA (29 studies) or the United Kingdom (11 studies). The other studies were from 
Australia (6 studies), the Netherlands (4 studies), Canada (2 studies) or other countries 
(5 studies). Most studies were focused on general/family practice, either office-based 
(31 studies) or hospital-based (4 studies). Three studies concentrated on other primary 
care providers. The remaining 19 studies focused on health care in general or specific 
services within primary health care. The patient samples contained on average 65% 
females (range 0-100), while the mean age was 50 years (range 32-76). The majority of 
the studies (39 studies) reported other patient data as well, such as education, race, 
income and health care insurance. 
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Table I : Methods used (n=57 studies) (absolute numbers, percentages between brackets) 
Characteristic 
Sample Frame 
Sampling method 
Sample size 
n=56 
Response rate 
n=41 
Non-response analysis performed 
Timing of conlact 
Survey method 
Choice of items 
(combinations were possible) 
n=27 
Trigger for answers (scenario) 
Number of items 
n=42 
Type of questions 
(combinations were possible) 
Categories 
Patients visiting practice /centre 
Patient list practice /health centre 
Patients visiting a hospital 
Patient list hospital 
Population list 
Other/combinations 
Unknown 
Random sample 
Non-random, systematic sample 
All persons included, no sample 
Unsystematic sampling procedure 
Combination 
Unknown 
Mean / median 
(min - max) 
Mean / median 
(min - max) 
Yes 
Before visiting health care providers 
After visiting health care providers 
Unclear, but related to visiting 
Independently of visiting 
Other/combinations 
Unknown 
Oral interview 
Telephone interview 
Written questionnaire, handed out 
Mail survey 
Other / combinations 
Unknown 
Based on own research 
Explicit literature references 
Invented by the researchers 
Other 
Unclear 
Yes 
Mean / median 
(min - max) 
Open-ended questions, coded afterwards 
Straight, prestructured questions 
Direct rating of importance 
Likert scaling 
Rankingofall items 
Pick out & ranking 
Pairwise comparison 
Other 
Number of studies 
18 (32) 
5 (9) 
6 (11) 
1 (2) 
6(11) 
19 (33) 
2 (4) 
12 (21) 
21 (37) 
6 (11) 
11(19) 
1 (2) 
6 (11) 
492 / 284 patients 
(20 - 3739) 
69%/71% 
(23- 100) 
9 (16) 
5 (9) 
3 (5) 
20 (35) 
25 (44) 
2 (4) 
2 (4) 
14(25) 
3 (5) 
24 (42) 
12 (21) 
2 (4) 
2 (4) 
13 (23) 
13 (23) 
14 (25) 
2 (4) 
25 (44) 
5 (9) 
20/ 16 items 
(1 - 104) 
9 (16) 
24 (42) 
10 (18) 
10 (18) 
5 (9) 
1 (2) 
5 (9) 
1 (2) 
Separate analysis of patient Yes 
subgroups 
35 (61) 
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METHODS 
Table 1 provides an overview of the methods used. A variety of sampling procedures was 
applied. In more than half the studies (30) respondents were selected from the patient 
population of a general practice or hospital, while they were selected from population lists 
in 6 studies. In 19 studies special sampling frames were used, such as a 'consumer panel', 
or combinations of different frames. In only 12 studies was a random sampling procedure 
applied; in 21 studies a systematic procedure was used and in 6 studies all persons in the 
sample frame were approached. However, in 11 studies an unsystematic sampling 
procedure was used and in 6 studies this procedure was unknown. 
The sample size showed a wide variation (20 - 3739), but only a few studies included 
more than a few hundred people. The median value was 284 respondents. The mean 
response rate was 69% and this varied from 23 to 100%. Only in 9 studies was a non-
response analysis performed (comparing respondents and non-respondents). The response 
rate was 75% if oral interviews were used, 71% if a written questionnaire was handed out, 
66% in mailed surveys and 65% when the survey method was unknown (not in the table). 
The response rate tended to be lower when more items were included in the questionnaire 
(Pearson correlation= -0,35, p<.01). 
In about half the studies (28) respondents were approached before or after the 
consultation, while in the other half (25) they were approached independently of their 
visit to the general practitioner. The most frequent survey method was a written 
questionnaire that was handed out (24 studies). Oral interviews and mailed surveys were 
each applied in about a quarter of the studies. Telephone interviews were not used very 
often. 
In many cases, the source of the items is unclear (25 studies) or the items were clearly 
invented by the researchers (12 studies). The choice of the items was based on the authors' 
own research in 13 studies and on other research in 13 studies as well. The number of 
items varied from 1 to 104 and the mean number was 20 items. As could be expected, the 
more aspects of care included, the more items used in the questionnaire (Pearson 
correlation=0.58, p<.01). The most common answering scales were 'prestructured 
categories' (often: yes/no), direct rating of importance, 'Likert scaling' and 'open-ended 
questions', which were coded afterwards. 
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Table 2: Aspects of care included (n=57 studies) (absolute numbers, percentages between brackets) 
Cluster Aspects of health care All studies Primary care Healthcare 
(n_57) (n-35) general 
(n=22) 
Availabilit) and 
accessibility 
Organization and 
cooperation 
Medical care 
Relation and 
communication 
Information 
and support 
Waiting times 
Flexibility 
Telephone consultations 
Physical accessibility 
Financial accessibility 
Other 
Premises 
Continuity 
Cooperation 
Efficiency 
Special services available 
Other 
Effectiveness 
Burden on the patient 
Competence/accuracy 
Other 
Humaneness 
Exploring patients' needs 
Patients' involvement in decisions 
Time for care 
Patients' privacy 
Other 
Inlormativeness 
Stimulating self-help 
Counselling 
Supporting patients' relatives 
Other 
6 
12 
4 
12 
10 
17 
6 
12 
9 
4 
(Π) 
(21) 
(7) 
(21) 
(18) 
(30) 
(11) 
(21) 
(16) 
(7) 
16 (28) 
13 
5 
7 
21 
13 
22 
12 
16 
7 
4 
16 
23 
(23) 
(9) 
(12) 
(37) 
(23) 
(39) 
(21) 
(28) 
(12) 
(7) 
(28) 
(40) 
7 (12) 
12(21) 
6 (11) 
10(18) 
4 
10 
4 
8 
7 
12 
5 
7 
5 
3 
10 
10 
5 
5 
13 
8 
13 
5 
8 
7 
3 
11 
12 
5 
8 
3 
7 
(11) 
(29) 
(Π) 
(23) 
(20) 
(34) 
(14) 
(20) 
(14) 
(9) 
(29) 
(29) 
(14) 
(14) 
(37) 
(23) 
(37) 
(14) 
(23) 
(20) 
(9) 
(31) 
(34) 
(14) 
(23) 
(9) 
(20) 
2 (9) 
2 (9) 
-
4 (18) 
3 (14) 
5 (23) 
1 (5) 
5 (23) 
4 (18) 
1 (5) 
6 (27) 
3 (14) 
-
2 (9) 
8 (36) 
5 (23) 
9 (41) 
7 (32) 
8 (36) 
-
1 (5) 
5 (23) 
11 (50) 
2 (9) 
4 (18) 
3 (14) 
3 (14) 
ASPECTS OF CARE 
The number of aspects that were included varied widely between the studies. A large 
proportion of the studies (26) focused on 1 or 2 aspects out of the 27 aspects of care that 
were included in our list. Twenty-two studies included between 3 and 9 aspects, while 
9 studies included 10 or more aspects. Table 2 provides an overview of the aspects of care 
that were included in the studies. 
Aspects most often included proved to be 'informativeness', 'humaneness' and 
'competence/accuracy'. Beside these aspects, the following were included in at least 10 
studies: 'other aspects of medical care', 'exploring patients' needs', 'patients' involvement 
in decisions', 'other aspects of relation and communication', 'counselling', 'other aspects of 
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information and support', 'flexibility', 'physical accessibility', 'financial accessibility', 
'other aspects of availability and accessibility', 'continuity', 'other aspects of organization 
and cooperation' and 'availability of special services'. 
Aspects of care that were included in less than 5 studies were 'patients' privacy', 
'telephone consultations' and 'efficiency'. Few differences were found between studies on 
primary health care and studies on health care in general with regard to the aspects of care 
that were included. Exceptions were 'effectiveness', 'time for care' and 'telephone 
consultations', which were only included in primary care studies. 
IMPORTANCE OF DIFFERENT ASPECTS 
Studies using open-ended questions 
Table 3 provides a summary of the points raised in studies that used open-ended 
questions. In the four studies that focused on qualities of the professional [21,24,42,46], 
patients stressed the importance of aspects of the relation and communication, such as 
understanding, individual treatment and empathy. The two other studies [31,33] had a 
broader scope and reported the importance of organizational aspects, such as accessibility 
and continuity. However, these studies included a small number of patients (28 and 30 
respectively). 
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Table 3: Priorities in studies that used open-ended questions (n=6 studies) 
Author and Setting and 
year patients 
Sample, 
response 
Focus Aspects of care 
mentioned 
Main results 
Cymbalist Australia, hospital, all 158 general 4: med (3), rel-com 
(1988) inpatients and outpa- (9) practice (1,5,6) 
lienls 
Qualities a doctor needs to have 1 un-
derstanding/compassion (46%), 2 abi-
lity to communicate (38%), 3 good 
manners ( 10%) and 10 other features 
mentioned by less than 10% 
Drury 
(1988) 
United Kingdom, ge-
neral practice, all pa-
tients older than 16 
years 
126 
(90%) 
general 
practice 
3: med(3), rel-com 
(1), info-bupp ( 1 ) 
Qualities expected 1 treats you as an 
individual (44%), 2 is understanding 
(35%), 3 can answer your questions 
(23%), 4 listens carefully (20%), 5 is 
patient (18%), 6 is capable (14%), 7 
has medical qualifications (11%) and 
3 other aspects mentioned by less than 
10% 
Groen Netherlands, general 
( 1990) population, patient 
organizations members 
28 
C) 
general 25: med (1,2,3 4) Aspects most often mentioned every 
practice rel-com time the same general practitioner 
(I 2,3,4,5,6), mio- competency and continuing education 
supp (1,2,3,4,5), of the general practitioner, mdivi-
avail-access dualised approach, attention, willing-
(2 3.4,5,6), org- ness to listen, effective treatment, 
coop (1,2,3,4,6) efficient working style, discussion 
about trcatment(options), medical care 
is focused on patients' problem Many 
other aspects were mentioned only 
slightly less 
Hares United Kingdom, ge- 20 health 
(1992) neral practice, diabetes (44%) care 
patients general 
10: med (3). rel- Aspects of care relevant for making 
com (1,3). info- patients satisfied with diabetic care 
supp (1,4), avjil- access to care, patient autonomy, 
access (2,4), org- patient information, patient-professio-
coop (2,3,5) nal interaction, social dimensions, 
support, treatment 
Lupton 
(1991) 
Australia, general 333 
practice, all patients (9) 
general 6: med ( 1,2,3), rel-
practice com (1,4), avail-
care access (6) 
Qualities ot a good doctor affective 
(65% mentioned points in this area), 
instrumental (56%) and other ( 12%) 
Metz (1990) USA. university class 
/sex dysfunction clinic 
/general medicine 
practice, only male pa-
tients 
62 
(83%) 
health 
care 
general 
4: med (3), rel-com 
(1 5) info-supp(5) 
Qualities preferred in professionals 
consulted for sexual matters professi-
onalism (95%) empathy (90%), confi-
dentiality (85%) and comfort with 
discussing sexual matters (65%) 
Legend to table 3 
Setting, patients and focus 
- Setting country, sampling frame (where patients are from) 
- Patients inclusion criteria (if any) 
-1 ocus where patients' priorities relate to (general practice, health care in general, etc) 
Sample, response 
- Sample size number of patients for which numbers have been reported 
- Response response percentage reported 
Aspects included 
• avail-access= availability and accessibility 1= waiting times, 2=flexibihty, 3=telephone consultations, 4=physical 
accessibility, 5= financial accessibility, 6= other 
• org-coop= organization and cooperation 1= premises, 2-continuity, 3= cooperation, 4=efficieny, 5=spec serv, 6-olher 
• med= medical care 1 effectiveness, 2=burden, 3=competence/accuracy, 4=other 
• rel-com= relation and communication l=humaneness, 2=explonng patients' needs, 3=patients' involvement in decisions, 
4=time for care, 5=pa!ien!s' privacy, 6=other 
• info-supp= information and support l=informativeness, 2=supportmg self-help, 3-counselling, 4=supporting patients' 
relatives, 5=other 
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Studies providing importance rank-orders 
In table 4 an overview is given of 19 studies that provided an importance rankorder of 
aspects of care. Some studies that contained a wide variety of aspects and a large patient 
sample will be described in some detail. Al-Bashir and Armstrong [8] asked 760 
consecutive patients that visited a health centre in the United Kingdom to imagine that 
they were about to choose a new doctor and to indicate their criteria in this choice. In a list 
of 20 items patients prioritised aspects of the relation and communication, such as 'easy to 
talk to', 'personal attention' and 'sees things from patients' point of view'. Preventive 
activities followed in the importance rankorder, including 'vaccination and smears', 
'regular physical check-ups'. Specific subgroups of patients proved to have somewhat 
different priorities. For example, patients who reported a poor health status valued more 
strongly second opinions. The elderly put more emphasis on second opinions, cervical 
smears and health check-ups than younger patients. 
Maisch and Blaauwbroek [43] asked 256 members of patient organizations in the 
Netherlands to specify their priorities with regard to 'dealing with health care'. 
Respondents were asked to rank-order 50 items and to cluster them in consistent groups. 
'Trusting your physician' proved to be most important aspect, followed by 'enough time 
for the patient' and 'providing information to the patient'. The clusters they found were 
'realistic discussions', 'being in conversation', 'providing information', 'not only restoring 
health', 'choosing what you want', 'knowing what you want', 'trust', 'looking for different 
solutions', 'looking for support', 'being powerless'. 
In a study by Satcher et al [53] in the United States 416 respondents indicated the 
importance of 38 items. The sampling procedures were rather complex and the study 
population included consumers, providers and administrators. However, for the 3 most 
important items no differences were found between these groups. The top priorities 
proved to be 'accurate record keeping and informing other care providers in case of 
absence', 'inform people about available health services' and 'respect each patient as an 
individual'. 
Smith and Armstrong [57] compared the importance of 10 criteria based on interviews 
with some patients and the importance of 10 criteria that were derived from government 
papers. In all 625 adult patients from a group practice in the United Kingdom indicated 
their preferences. There was a tendency that patients' criteria were ranked higher than 
government criteria. Most important was that the doctor listens and sorts out problems, 
and that usually the same doctor is seen. Criteria from government papers that scored 
relatively high were 'regular screening for cancer', 'health checks for children' and 'doctor 
goes on courses'. 
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Table 4: Priorities in studies that provide importance rank-orders (n=19 studies) 
Author 
and year 
Setting and pa- Sample, Focus Aspects included Main results (*) 
tients response 
Al-Bashir United King- 760 general 14: med (3,4), Top of rank-order out οΓ 20 items 1 GP is 
(1991) dom. general (86%) practice rel-com (1,2,4,6), easy to talk to, 2 GP offers treatment through 
practice, all pa- mfo-supp (5), personal attention rather than drugs 3 GP is 
tients avail-access kind and attentive 4 GP sees things from the 
(2,4,5,6), org- patients' point of view 5 GP allows earl\ 
coop (1,3,5) second opinion 
Dartholo- USA, family 97 family 8: med (3,4), rel- Top of rank-order out of 11 Hems 1 to feel 
mew practice, all pa- (100%) practice com (6), avail- physician is competent. 2 to like >ourphysici-
(1982) tients access (2,4,5), an 3 for physician to know y ou as а регьоп 
org-coop (2,6) 4 to see same physician each lime 
Bendtsen 
(1993) 
Sweden, health 
centres and hos­
pitals, rheuma­
toid arthritis pa­
tients 
222 health 5: med (3), rel- Rank-order of the 4 aspects 1 good reception 
(69%) care com (I), info- by staff, 2 good professional knowledge 
general supp(l,3), org- 3 good ability to inform about RA, 4 good 
coop (6) ability to show empathy 
Elstad 
(1994) 
Norway, popula­
tion lists from 4 
large cities, wo­
men 
1511 health 6 rel-com 
(50%) care (1,2,3,6), mío-
general supp(l,3) 
1 op ol rank-order out ol 11 items 1 makes pa-
tients leel secure and comiorlable 2 concerned 
about patients emotions, 3 invites patient parti-
cipation in deciding treatment, 4 interested in 
patient's total life situation 
Fennema USA, family 185 
(1990) practice clinic (86%) 
all patients of 18 
years or older 
lamily 4: med(3), rel-
practice com (1), avail-
access (6), org-
coop (2) 
Rank-order for patients preferring Iemale 
physicians 1 humaneness, 2 comprehensi-
veness 3 availability, 4 competence 5 con-
tinuity Rank-order for patients preferring male 
physicians or without preierence tor gender 2-
1-3-5-4 
Fletcher USA, hospital 225 health 8: med (3,4), rel-
(1983) general medicine (76%) care com (I), avail-
clinic, all pa- general access(5,6). org-
tients coop (2,3,6) 
Top of rank-order out ot the 8 items 1 conti-
nuity, 2 comprehensiveness, 3 availability, 4 
compassion 
Groen Netherlands, gc- 28 general 
(1990) neral population, (9) practice 
patient organisa-
tion members 
25: med (1,2,3,4), Many aspects were valued by the maionty As-
rel-com pects felt to be important by all 10 persons 
(1,2,3,4,5,6), telephone accessibility, organization of day and 
mfo-supp night availability, privacy of patient informa-
( 1,2,3,4,5), avail- tion. individualised approach, lake care that the 
access (2,3,4,5.6), patient feels comfortable, understandable, non-
org-coop medical language general practitioner keeps 
(1,2,3,4,6) appointments, information about organizations 
referred to, discussion ot treatment options 
accuracy in professional behaviour, clear about 
advantages and disadvantages of a treatment 
Flagman 
(1985) 
Hares 
(1992) 
Finland, primary 
care health cen-
tres, all patients 
of 15 year or ol-
der 
United King-
dom, general 
practice, diabetic 
patients 
418 
(?) 
20 
(44%) 
primary 
health 
care 
health 
care 
general 
5: med (3), rel-
com ( 1 ), info-
supp (5), avail-
access (6), org-
coop (2) 
10: med (3), rel-
com (1,3),lnfo-
supp (1,4), avail-
access (2,4), org-
coop (2,3,5) 
Top of rank-order out of the 6 items 1 access 
to doctor without delay. 2 doctor is understan-
ding and easy to talk to 
lop of rank-order out ol 10 items for non-
insuhn dependent diabetes patients 1 explai-
ning diabetes and complications, 2 complete 
and clear information, 3 consistent informati-
on Top of rank-order out of 10 items for insu-
lin-dependent diabetes patients I treating each 
patient as an individual, 2 attending a good 
clinic, 3 having professionals involved m care 
58 3 Which aspects are important for patients7 A literature review 
Hopton 
(1995) 
United King­
dom, general 
practice all pa­
tients 
3478 
(62%) 
general 
practice 
care 
8: rel-com 
(4),inlo-supp 
(1,2,3,5), avail-
acLess (2,6), org-
coop(5) 
Top of rank-order of most helpful items out ot 
36 I regular health checks, 2 help/advice 
about heart disease, 3 help/advice about co­
ping with stress 4 help/advice about healthy 
eating, 5 opportunity to talk through a problem 
at length, 6 help/advice about taking exercise 
7 longer surgery opening hours, 8 help/advice 
about losing weight 9 help/advice about back­
ache 
Longman USA, hospital 30 home- 6: med (3,4), rel-
(1992) outpatient clinic, ('') base com (1,2), info-
cancer patients care supp(l,4) 
receiving thcra-
РУ 
Most important needs out of 104 items use-
safe techniques, being able to carry out physi­
cians' orders, relieve anxiety by explanation, 
receive treatment on time, honesty concerning 
medical condition, information in understand­
able language, respect, be cheerful, plea­
sant, Inendly listen to me 
Maisch 
(1993) 
Netherlands, ge­
neral population 
members of pa­
tient organiza­
tion 
256 
C) 
health 
care 
general 
18: med (1,2 3,4), 
rel-com 
(1,2,3,4 6), lnfo-
supp (1,3,4) 
avail-access 
(1,2,5,6), 
organization (3,6) 
Top oí rank-order oui of 50 items concerning 
dealing with health care 1 trusting m> physi-
cian, 2ph>sician takes sufficient time for 
patient, 3 information given by the physician 
4 physician is open about findings and ideas 5 
mutual respect 6 physician shows attention for 
the individual, 7 patient can give his/her 
priorities, 8 shared-decision making, 9 patient 
sets limits to what health care does to your 
body, 10 I want to choose a physician myself 
McBnde 
(1994) 
USA, general 
population, all 
persons 
640 
(61%) 
health 
care 
general 
6: med (3), rel-
com (6), mfo-
supp (5), avail-
access (5) org-
coop (3,6) 
Top ol rank-order out of 7 items 1 diagnosing 
and treating illness, 2 communication with pa-
tient 
Mold USA, 'Geriatric 178 health 3: med (2), rel- Top ot rank-order out of 4 items that concer-
ti 994) Continuity Οι- (100%) care torn (1,3) ning health tare 1 avoid unnecessary 
nit', all patients general pain/suftenng, 2 make own decisions 
Satchcr 
(1980) 
USA, general "> 
population and 
several health 
care settings, all 
persons 
fam ,ly 
practice 
21: med (2,3,4), 
rel-com (1,2,3), 
ìnlo-supp 
(1,2,3,4), avail-
access (1,2,4,5,6), 
org-coop 
(1,2.3,4,5,6) 
Top of rank-order out of 38 aspects I informa-
tion during doctors' absence, 2 information 
about available health services, 3 respect each 
patient as an individual, 4 screen for early 
stages ol diseases, 5 provide treatment that 
works and is salesl. 6 closely follow people 
under treatment, 7 vaccinate against diseases 
8 recognize and respond when people arc in 
need ol care, 9 teach families to identify 
dangers ol common health problems 10 assist 
with family problems like child abuse and 
alcoholism 
Sixma 
(1994) 
Netherlands, 
'Consumer Panel 
Health Care', all 
persons that re-
cently visited the 
GP 
960 
(76%) 
general 18: med (3,4), 
practice rel-com ( 1,2,3,4), 
info-supp(l,3), 
avail-access 
(1,2,3,4,5,6), org-
coop (2,3,4,6) 
Top ot rank-order out of 38 items I open 
about diagnosis, 2 being taken seriously, 3 
time lor the patient during the consultation 
hour, 4 GPs knows most recent medical 
developments, 5 GP tells what you can expect 
concerning the disease, 6 clear about advan-
tages and disadvantages of a treatment. 7 being 
able to have the same GP, 8 GP follows 
continuing medical education, 9 GP uses 
understandable language 
Smith 
(1989) 
United King-
dom, general 
practice adult 
patients 
625 
(88%) 
general 10: med (1,3), 
practice rel-com (1,6), 
info-supp(l), 
avail-access (1,2), 
org-coop (1,2,5,6) 
Top of rank-order out of 20 aspects 1 doctor 
listens, 2 doctor sorts out problems, 3 usually 
same doctor, 4 health checks for adults, 5 ap-
pointment within two days 
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Slarr USA, family 563 family 4: info-supp(l), Most important аьреіЛь out ot 16 physical 
(1979) health tare cen- (°) practice avail-access (2,6), examination each year, dental examination 
1res, all patients org-coop (5) each year, yearly eye examination, office visit 
for nonemergency illness yearly blood tests 
chest X-ray each y ear 
Van der Netherlands, 1059 general 3: med (4), rel- Top of rank-order out ot 5 reported items 1 
Voort 'NIPO-tele pa- (100%) practice com(3), inlo- patients'involvement in decisions. 2 quickly 
(1995) nel', all persons supp (1) ask for additional tests 
Legend see table 3 
Studies on specific aspects afeare 
Table 5 contains the results of the 38 other studies. Most of these studies (29) focused on 
one or two aspects of care. The other studies included more aspects, but it proved to be 
impossible to establish a importance rank-order because the type of items varied between 
the aspects [35,38,48,62,20,27] or the aspects were clustered in the analysis [29,51,61 ]. 
Twenty-one of the studies focused on patients' priorities concerning clinicians' 
working style. Several studies dealt with the information that should be provided by the 
physician. For example, Buckley et al [14] showed that patients prioritised information 
about the medication out of 16 items related to the provision of information or empathy. 
Shank et al [54] asked patients about their opinions concerning educational pamphlets and 
found mixed opinions: some patients preferred to receive these pamphlets very often, 
while others preferred to get them less often. 
A number of other studies focused on patients' priorities for involvement in decisions 
about medical treatment. Degner and Sloan [22] found that 64% of adults in Canada 
preferred to play an active role in treatment decision making if they were to develop 
cancer. Strull et al [59] found that 47% of patients in different clinical settings in the 
U.S.A. preferred the clinician to make the decision, while 31% preferred the clinician to 
make the decision but strongly consider patients' opinions. Thompson et al [60] showed 
that younger and higher educated persons preferred higher involvement, especially in 
decisions that did not require medical knowledge. 
The remaining studies about clinician's working style focused on different aspects of 
care. For example, Anvik [11] found that half of the patients in Norway wanted their 
general practitioner to wear a white coat during a consultation. Some studies focused on 
the preferences for gender of the physician. Elstad [25] found that 35% of the persons 
preferred a female doctor, while 19% preferred a male doctor; the others had no 
preference. The preference depended on the type of health problem. In the study by 
Fennema et al [27] 31% of the men and 43% of the woman expressed a preference for a 
physician of their own sex. 
Nine studies in table 5 focused on the organization of services. Preferences for 
different appointment systems in British general practice were explored in a study of 
Allen et al [9]. Half of the patients preferred an appointment system, while one third 
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chose open access. Kibbe et al [37] asked patients' priorities concerning continuity of care 
in the context of a quality improvement project. A large majority of the patients preferred 
continuity over the convenience of being seen the same day by an unfamiliar physician. 
The remaining studies in table 5 focus both on working style and organization of care, 
or on special services. This included regular health checks [17], family conferences [38] 
and different preventive routines [50,51]. Several studies included a relatively large 
number of aspects, but did not provide a importance rank-order. For example, in the study 
by Ross et al [52] 21 aspects were included and the analysis focused on the clusters in 
patients' priorities. The study showed that 36% of the patients prioritise access and 
quality, 33% access of care only and 18% quality only, while only 12% of the patients 
prioritised interpersonal care over the other dimensions. 
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Table 5: Priorities in other studies (n=38 studies) 
- Focus on clinicians' working style (n=21 studies) 
Author Setting and pa- Sample, Focus 
and year tients response 
Allen SS USA dietary 189 health 
(1991) care, sub|ects in (9) care 
'Cholesterol Lo- general 
wenng Study' 
Anvik Norway, general 3739 general 
(1990) practice, all pa- (60%) practice 
nents 
Buckley USA, university 190 health 
(1990) arthritis unit, (51%) care 
rheumatoid pa- general 
tienls 
Cosier USA, general 204 health 
(1986) population, all (69%) care 
persons general 
Degner Canada, general 482 health 
(1992) population, per- (72%) care 
sons of 18 years general 
or older 
Druley USA, lamily 57 health 
(1993) practice centre, C) care 
patients aged 65 general 
years and over 
Elstad Norway, popu- 1511 health 
(1994) lation lists from (50%) care 
4 large cities, general 
women 
Ende USA, hospital- 312 health 
(1989) based primary (39%) care 
Lare clinic, all general 
patients 
Fennema USA, family 185 family 
(1990) practice clinic, (86%) practice 
all patients of 18 
years or older 
Heaton USA. family 72 family 
(1990) practice clinic, (70%) practice 
men aged 18 or 
over 
Aspects Main results 
included 
1: info-supp Most important information-items out ol 25 
(1-infor- consequence ot high-tat lood effects ot lal 
mativeness) on cholesterol, brands OK to eat, low-tat 
snack, alternative high-iat food The other 
items were rated only slightly less impor-
tant 
1: rel-com 48% of the patients wanted their doctor to 
(6) wear a white coat during a consultation 
2: înlo-supp Most important items out oí 16 understan-
(1,3) ding medication, how to communicate with 
your doctor, how arthritis would affect your 
future, effect of your illness on your energy 
level (fatigue) 
1: info-supp 80-95% of patients preferred a physician 
(5 - source over a pharmacist or relative/friend tor 
of drug information about antihy pertensives, antibi-
ínfor- otics and sedatives 40-55% preferred a 
mation) physician for information about analgesics 
cough and laxatives 
l:rel-com (3 
-involve-
ment in 
decisions) 
l :med(4 -
life-sustai-
ning 
trealment) 
1: avail-
access (6 -
preference 
for gender) 
2: rel-com 
(3), info-
supp (1) 
1: avail-
access (6) 
(other 
results were 
reported in 
table 3) 
2: med (2), 
avail-acess 
(2) 
64% preferred to play an active role in treat-
ment decision making it they were to 
develop cancer 
In case of coma 21 % wanted liie-sustaming 
treatment, in case of severe dementia this 
was 18% 
35% preferred female doctor 19% male 
doctor and 47% had no preference Prefe-
rence depended on type of health problem 
Mean score of 33 2 on 0-100 scale for invol-
vement in decision-making Mean score of 
79 5 on 0-100 scale for being informed 
31% of men and 43% of women preferred 
physician of their own sex, 12 and 9% resp 
preferred a physician of the opposite sex 
42% of men showed no preference for posi-
tion during genital exam by a male doctor 
(43% in case of a female doctor) 31% pre-
ferred 'standing, doctor sitting in front of 
\ou' (23% in case of female doctor) 
Гог rectal exam 44% preferred 'standing 
with legs spread and bending over the table' 
(42% in case of female doctor) 30% sho-
wed no preference (34% for female doctor) 
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Hyatt 
(1980) 
USA, family 
practice clinic, 
all palienls/pa· 
rents aged 17 or 
older 
287 
(47) 
health 
care 
general 
9: med 
(3,4), rei-
comi 1,3,6), 
info-supp 
(2,3), org-
coop (2,5) 
Over 90% ot patients agree that family 
physician should care for the hospitalised 
patient and should encourage a patient to 
take steps to preserve his health 
Гог 8 out of 11 problem1; areas less than 
50% patients think that a physician should 
handle without referral 
Less than 50% of patients feci that the 
doctor should not pressure the patient who 
chooses not to accept the physicians' advice, 
should see a patient even when he/she is 
short of lime, prefer to be told what to do 
Lawson 
(1980) 
United 
Kingdom, blood 
donors 
1012 
(58%) 
health 
care 
general 
4: rel-com 
(1,6), info-
supp(l), 
avail-access 
(6) 
79% prelerred being greeted by name in 
general practice surgeries and 66% in hospi­
tals - 71% preferred to be given a detailed 
account of their illness 
78% wanted to be told if they were found to 
have cancer 
64% were not concerned about the age of 
the doctor, while 11% prelerred a young 
doctor and 24% a middle-aged 
Metz 
(1990) 
USA, university 
class, sex dys­
function clinic 
and general 
medicine practi­
ce, men 
USA. general 
practice, women 
aged 18 years 
and older 
62 
(83%) 
440 
(63%) 
health 
care 
general 
family 
practice 
2: rel-com 
(2), org-
coop(2) 
2: rel-com 
(6), avail-
access (6) 
85% desired family physician to raise 
sexuality questions 
44% liked to know the family physician per­
sonally before feeling comfortable discus­
sing sexual problems 
Pulton 
(1990) 
28% of women preferred a female physician 
for pelvic examination, 16% a male physi­
cian 56% had no preference 
76% preferred a chaperone in case ol a male 
examiner, 21% did so in case of a female 
examiner 
Poma USA, outpatient 265 
(1981) clinic, consecu- C) 
tive patients 
obstetrics 5: rel-com 66-69% thought that discussion about 
and (6), info- emotional and sexual problems was 
gyneco- supp important 
logy (1,2,3), org- 36-51%prefered a female physician 
coop (6) 86-91% desired additional sex education 
58-75% prefered a group practice instead of 
a solo practice 
Shank USA, family 360 family 1: info-supp -41% of patients wanted and educational 
(1991) practice, patients (62%) practice ( 1 - pamphlet less than half ol their visits, 27% 
with at least 2 educational wanted it more than half ol their visits 
previous visits pamphlet) -48% wanted them available both in the 
wailing room and in the exam room 
-78% had no preference with regard to who 
gave the pamphlet 
-56% had no preference for a pamphlet or 
one-page sheet 
Strali 
(1984) 
USA.different 
clinical sel­
lings,all patients 
210 
(82%) 
health 
care 
general 
2: rel-com 
(3), info-
supp (1) 
-41% of patients preferred additional infor­
mation 
-47% preferred 'clinician to make the decisi­
on'and 31% preferred 'clinician to make the 
decision, but strongly consider patients' 
оріпюпь' 
Thompson 
(1993) 
USA, members­
hip list HMO, 
all persons 
459 
(23%) 
health 
care 
general 
1 : rel-com 
(3 - involve­
ment in 
decisions) 
No numbers for the whole study population 
reported Older and higher educated persons 
preferred higher involvement bor decisions 
not requiring medical knowledge more 
involvement was preferred 
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Weiss USA, selling is 48 health 4: rel-com Consumers expected the following health 
(1983) unclear (100%) care (2,3) inlo- roles on 4-20 point scales physician rcspon-
general supp(l) sibilìi) 108 nurse responsibility 13 4 
org-coop consumer responsibility 16 7 and egalila-
(6) nsm 15 8 
Wolinsky USA, general 500 health 3: rcl-com 22% ol persons wanted always sick-role 
(1981) population, per- (100%) care (2,6), org- legitimation (=gct a prescription) 36% usu-
sonsaged2l general coop (5) ally and 39% not 
and over 
Yaffe Canada, family 116 family 1: info-supp 88% of patients believed that physicians 
(1986) practice, middle- (92%) practice (3) should ask them about personal and nonme-
aged patients dical events, that occurred in their lives 
Focus on organization of services (n=9 studies) 
Author Setting and pa- Sample, Focus Aspects included Main results 
and year tients response 
Allen D United King- 793 
(1988) dom general C) 
population, all 
adults 
Curtis United King-
(1987) dom general 
population, all 
persons 
Cymbalist Australia, hospi- 158 
(1988) tal. all inpatients C) 
and outpatients 
Liaw Australia. 500 
(1993) patients trom С) 
different types 
ofheallh 
providers 
general 2: avail-access 
practice (3,6) 
general i: avail-access 
practice (1,5), org-coop 
(1) 
general 2: info-supp (5). 
practice org-coop (6) 
50% opted lor an appointment system 
31% chose open access and 16% a 
mixed system 
66% thought they should be able lo 
phone and talk directly to the doctor 
For routine appointments 56% ol pa­
tients preffercd 7-11 am and 35% 3-6 
pm Different preferences tor appoint­
ments for children 
77% of (rural) women would go lo a 
fixed site tor mammography screening 
while 86% would go to a mobile site 
The majority preferred the type of arran­
gement existing at the surgery 
24% prelerred a group practice, 32% a 
single-handed practice and 43% ol the 
respondents had no preference 
68% of the patients wanted to wait 0-15 
minutes to see the doctor 
79% of patients preferred accounts sent 
out to them 
Facilities available at the practice inclu­
de up to date reading material (45%) 
food and drink (15%), toys for children 
(13%) and 7 other items mentioned bv 
less than 10% 
78% of the patients preferred continuity 
over the convenience of being seen the 
same day by an unlamiliar physician 
even if they have to wait a week Pa­
tients' preference for continuity was 
dependent on the situation 
53% oflhe patients preferred a full copy 
of the patient-held record, 35% a 
summary and 12% a censored summary 
33% preferred the credit-card or wallet-
sized format 20% pocket-sized, others 
preferred larger formats 
Prefered content was allergies (97%) 
adverse drug reactions (97%), relevant 
medications (95%) and 6 other Hems 
Cartwrighl United King- 586 general 1 : org-coop (6-
( 1990) dom generjl (62%) practice lime preferred to 
practice, all pa- attend the surgc-
tients older lhan ry) 
18 years 
Cockbum Australia, gene- 132 nummo- 1: info-supp (5) 
(1992) ral population. (64%) graphy 
only women services 
 
( ) r ti  li  r f rr  t  
s r e-
896 general 2: org-coop (1,6) 
(78%) practice 
Kibbe USA, family 229 family 1: org-coop (2-
(1993) practice, all (30%) practice continuity) 
patients 
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Mckinstry 
(1994) 
Shannon 
(1979) 
United King­
dom, general 
practice pa­
tients aged 14 
and over 
USA, general 
population all 
persons 
479 
(96%) 
Ί 
general 
practice 
family 
practice 
1: avail-access (6 
-age of the 
general 
practitioner) 
1: avail-access (4 
-willingness to 
travel) 
25% ol patients preferred a dctor of 40-
44vears 15% a doctor of 45-49 another 
15% 35-39, 13% 50-54 year, 11% 30-
34 
In one area 43% indicated willingness to 
travel beyond 10 miles, while the 
percentage was in one other area 77% 
In this last area 40% considered travel in 
- Focus on both 
Author and 
year 
working 
Setting ; 
tients 
style and 
and pa-
organization, 
Sample, 
response 
or on 
Foci 
special 
IS 
services (n: 
Aspects 
included 
=8 stud 
excess 
lies) 
oí 20 minutes reasonable 
Main results 
Caradoc New Zealand, 281 health Ï: org-coop(5) Over 30% of respondents felt that 
(1995) 'Disabled Per- (42%) care (services for service priorities (and not provided) 
sons'Assembly', general disabled were regular review, DIS and swim-
members persons) ming ior people with disabilities 
Chew 
(1994) 
United King-
dom, 'Family 
Health Service 
Authorities, 
people aged 75 
year and older 
632 
(49%) 
general 
practice 
1* org-coop(5) 
(regular health 
check) 
93% of the elderly people were in 
favor of regular health checks 
I ishman Australia, gene- 183 general 7: rel-com (1,6), 88% liked surgeries only open during 
(1987) ral practice all (25%) practice avail-access business hours and 53% on Saturdays 
patients (4,5), org-coop as well 77% expected doctors to make 
(I 5,6) their own home visits 62% wanted 
annual check-ups Receptionists/nurses 
were expected to be friendly (82%) 
and attending to needs promptly 
(80%) Practices should be near to 
public transport (53%) and Iree 
parking places (50%) 77% expected 
special arrangements for the elderly 
and the very sick 73% expected 
continuing interest after referral to the 
consultant or hospital 
Greene USA hospital- 265 
(1980) based primary (74%) 
care, all patients 
health 
care gene-
ral 
family 
practice 
11: med (3,4), 
rel-com (1 2 6), 
info-supp (1,2), 
avail-access 
(14 6), org-
coop (2) 
I: org-coop (5) 
(family con-
ference) 
Based on 24 items factor analysis sho-
wed 3 factors a provider role (74% of 
patients scored in upper quarter of the 
laclor scores), b mutual responsibility 
(82%), с convenience (42%) 
Kushner 
(1986) 
USA, family 
practice clinics, 
all patients aged 
18 years or older 
276 
C) 
Rank-order of anticipated desires for 
family conferences out of 21 situati­
ons I dying family member, 2 hospi­
talised for serious illness, 3 chronic 
illness/poor control, 4 suspected child 
abuse, 5 alcohol abuse or smoking 
Price United King- 380 lamily 1: org-coop (5) Family physicians were particularly 
(1991 ) dom, family (85%) practice (health promoti- expected to counsel all who need it for 
practice, adult on) 'yearly Pap smears' (76%), 'teaching 
patients breast self-exams' (by 72% of the pa­
tients), 'smoking cessation' (69%) 
Assistance to those who ask was ex­
pected for 'sexual problems' (58%) 
'sleeping difficulties' (54%) and 'man-
tal problems' (53%) 
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Romm 
(1984) 
Ross 
(1993) 
USA, family 
medicine centre, 
adult patients 
USA, outpatient 
clinic, all 
patients 
331 
C) 
233 
(84%) 
family 
practice 
health 
care 
general 
1: org-coop(5) 
(prevention) 
21: med 
(1,2,3,4), rei-
сот 
(1,2,3,4,5,6), 
mfo-supp 
(1,2,3,4,5), 
avail-access 
(1,2,3,4,5,6) 
All preventive activities mentioned 
were selected as part of examination by 
a majority of patients Most often men­
tioned were 'urine analysis' (98%). 
'blood pressure' (97%), 'lungs' (97%). 
'hematocrit' (97%) 
Cluster analysis showed that 36% of 
the patients preferred access and quali­
ty over other dimensions, 33% prefer­
red access of care only, 18% preferred 
quality only, and 12% of patients 
preferred interpersonal care 
I egend sec table 3 
OVERALL IMPORTANCE RANK-ORDER 
An overall rank-order, based on the analysis of studies in table 4, is reported in table 6. 
The most important aspect proved to be 'humaneness': this was ranked highest in 86% of 
the studies that included this aspect. The second most important aspect was 
'competence/accuracy' (64%), while 'patients' involvement in decisions' was the third 
most important aspect (63%). Remarkably, a number of aspects were not ranked in the 
highest quartile in any of the studies. Examples include 'supporting patients' relatives', 
'flexibility', 'premises' and 'financial accessibility'. 
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Table 6: Overall rank-order of importance (n=19 studies) 
Aspects of health care Number of studies Number of studies Percentage 
reporting items in including the aspect (В) (Λ/Β) 
highest quartile (A) 
Humaneness 12 
Competence/accuracy 9 
Patients'involvement in deci- 5 
sions 
Time for care 3 
Other availability/ accessibility 6 
Inlormativeness 7 
Exploring patients' needs 4 
Other relation and 4 
communication 4 
Special services available 
Burden 2 
Continuity 5 
Lilectiveness 1 
Other medical care 3 
Stimulating self-help 1 
Counselling 2 
Waiting times 1 
Other iniormation/supporl 1 
Supporting patients' relatives 
Flexibility 
Physical accessibility 
Financial accessibility 
Lfficiency 
Premises 
Coordination 
Other organization/cooperation 
Patients' privacy 1 
Telephone consultations 1 
(*) 1 oo lew studies available for calculating a percentage 
Discussion 
This literature review provided an overview of 57 studies on patients' priorities with 
regard to primary care or health care in general, most of them performed in the Anglo-
Saxon world. It revealed a wide variation in the methodology and aspects of care 
included, which made it difficult to compare the results of different studies. The overall 
importance rank-order, based on an analysis of 19 studies, suggested that both technical 
and interpersonal quality are important for patients. In addition, patients prioritised 
specific preventive services. On the other hand, many aspects of the availability, 
accessibility and organization of services were seen by patients as less important. 
Patients' priorities are subjective standards for good quality of care. Insight into 
patients' priorities is important since these priorities probably influence their evaluations 
and satisfaction with regard to health care. Patient satisfaction is an important outcome of 
14 
14 
8 
86 
64 
63 
5 
10 
12 
7 
7 
7 
60 
60 
58 
57 
57 
57 
4 
10 
3 
9 
3 
5 
10 
6 
8 
3 
4 
7 
8 
1 
2 
50 
50 
33 
33 
33 
29 
25 
20 
0 
0 
0 
0 
0 
0 
0 
0 
-C) 
-(*) 
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health care, that influences health-related behaviour (use of medical services, compliance 
to treatments) [65]. Theories on patient satisfaction assume that satisfaction is the 
consequence of comparisons between these standards and experiences in health care [66]. 
Although the exact role of priorities has yet not been clarified, it may be expected that 
patients' priorities are relevant in the process of developing satisfaction or dissatisfaction. 
VARIATION BETWEEN THE STUDIES 
The studies on patients' priorities showed a wide variation concerning the aspects of care 
included and the methods used. Some aspects were included in a large number of studies, 
while other aspects were studied less often. This can partly been explained by the fact that 
some aspects are more comprehensive than others. For example, 'informativeness' is 
probably broader than 'stimulating self-help'. It is also possible that aspects have been 
excluded because researchers felt that patients may have difficulties in prioritising them. 
This is particularly relevant for 'patients' privacy', 'efficiency' and 'coordination'. 
However, specific aspects of care can be important for patients, although patients may 
have problems in evaluating them. Still another reason for excluding specific aspects may 
be that researchers did not expect that these aspects are important for patients. Of course, 
this may lead to bias in the results. 
The methods used for studying patients' priorities different widely, but it is unclear 
whether the methods used have affected the results of the study. For example, do patients 
that visit the doctor have different priorities compared with patients registered with the 
doctor but without recent experience in health care? Or do patients express different 
priorities in interviews than in mailed surveys, or if Likert-scaling is used, compared to 
direct importance ratings? The methods used were relatively simple, maybe because more 
advanced methods (unfolding techniques, conjoint analysis) are less feasible and more 
difficult to understand. They need special expertise, while the number of items that can be 
used is often limited. It can be concluded that the development of valid and feasible 
research methods for documenting patients' priorities is urgently needed. 
INTERPRETATIONS 
The studies that used open-ended questions provided many suggestions for specific 
aspects of care that are important for patients, but it is difficult to establish the relative 
importance of the aspects. These studies can be used to check the comprehensiveness of 
questionnaires that are used for documenting patients' priorities or evaluations. They are 
no foolproof 'gold standard' for patients' priorities, though, since the researchers had to 
summarize patients' answers in a limited number of categories which may have resulted in 
bias. The original answers given by patients to open-ended questions can be used to 
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formulate items in a structured questionnaire. Unfortunately, most studies do not provide 
these original formulations. 
Trends in patients' priorities were most clearly found in the studies that provided 
importance rank-orders and the overall importance rank-order that was based on it. 
Interpersonal care, especially 'humaneness' and 'patients' involvement in decisions, is very 
important for patients. Although one may doubt whether patients have the knowledge to 
evaluate the technical quality of care, this review showed that the technical quality is 
important for patients. 
A number of other aspects of the organization of care were less important for patients. 
For example, 'flexibility', which is clearly a service to patients as customers (e.g. seeing 
doctors in the evenings, seeing the doctor that you prefer, etc.) was not prioritised in any 
of the studies that included this aspect. An exception to this finding was 'other aspects of 
availability/accessibility', that referred in many cases to the availability in case of 
emergency. This proved to be important for patients. Another exception was 'continuity of 
care' (often: seeing the same doctor as before), that was seen as important by patients in 
half of the studies that included this aspect. 
The interpretation of these studies is complicated. Caution is needed, since the relative 
importance of a specific aspect depends not only on the aspect itself, but also on the other 
aspects included in the study. For example, the aspect 'involvement in decisions' was 
prioritised compared to some aspects of medical-technical care in two studies [47,61]. 
However, in a different study that included patients' involvement in decisions, this aspect 
was not seen as important by non-insulin dependent patients compared to aspects of the 
working style and organization [33]. These patients felt the comprehensiveness and the 
quality of the information provided by the care providers were more important. Especially 
the overall importance of aspects that were included in a small number of studies may be 
biased because of this fact. 
USE OF INSIGHT INTO PATIENTS' PRIORITIES 
Patients' priorities are influenced by many factors, including the national and local 
culture, the organization and quality of health care and patient characteristics such as age, 
gender and diagnosis. So patients' priorities can be expected to vary between individual 
patients and between patients from different cultures and health care systems. This 
literature review provides some general trends as well as many detailed results that reflect 
this variation. Although the general trends are interesting, the detailed results are probably 
most useful for care providers, policy makers and researchers. 
The detailed results of the studies can be used in different ways for improving the 
sensitivity of primary care for patients' needs. First, the aspects of care that proved to be 
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important for patients can be used by individual care providers for the formulation of 
priorities for education and quality assurance For example, the qualities categorised as 
'humaneness' included 'understanding', 'compassionate', 'attentive', 'treats you like an 
individual', 'patient', 'honest', 'friendly and pleasant' and 'sensitive to patients' feelings'. 
Training and education should focus on these specific qualities, at least as far as patients' 
priorities is concerned. It is important to notice that improving the sensitivity for patients' 
needs may require changes in the delivery of health care, as well as activities aimed at 
influencing patients' expectations [67]. In particular, more realistic expectations may 
result in higher satisfaction, since the standards used in the evaluations are more 
congruent with the experiences. 
Secondly, policy makers in health care can use the results for health care planning and 
reforms of the organization of care. The organization of health care can be responsive to 
patients' needs in two aspects: the availability of special services (especially preventive 
screening) and the 'continuity of care' However, an important conclusion was that many 
aspects of the organization of care are seen by patients as less important than the 
interpersonal and technical qualities of the primary care physicians. The organization of 
health care should stimulate and facilitate the development of these personal qualities by 
means of continuing education and quality improvement of primary care physicians. 
The results of the studies can also be used in quality assessments or scientific studies 
that aim to evaluate the quality of health care from patients' point of view. Given this aim, 
these assessments should focus on aspects of care that proved to be important for patients 
This was for us the main reason for performing this literature review. In our European 
study this literature review will be used to guide the selection of indicators for the quality 
of general practice care. In this way we can guarantee that the instrument for patients' 
evaluations focuses on aspects of care that proved to be relevant for patients. 
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Abstract 
Objective - To develop a list of indicators of the general practice care of people with 
chronic illnesses considered important by both patients and practitioners and to identify 
the indicators that are considered relevant for patient assessment of health care quality. 
Design - Qualitative study with focus group interviews and a written consensus 
procedure. 
Setting - General practice in the Netherlands in 1993. 
Subjects - 34 patients with chronic illness, mostly members of patient organizations, and 
19 general practitioners with expertise in either chronic disease management or experien-
ce with patient surveys. 
Main measures - Aspects of general practice care considered important for the delivery 
of good quality care that emerged from focus group interviews; the relevance of 
evaluations of 41 aspects of care for patients explored through the written consensus 
procedure. Those aspects of general practice care agreed to be both important and 
relevant by patients and general practitioners were considered to be suitable indicators for 
patient assessment of the quality of care. 
Results - Patients and general practitioners differed to some extent in their assessment of 
the aspects of care that they considered important for quality. They agreed that most 
indicators of care that related to the "relation and communication" and to "information 
and support" were relevant and therefore suitable as indicators for patient assessment of 
health care quality. There was less agreement about the relevance of indicators of 
"medical care", "availability and accessibility", and "organization and cooperation". 
Conclusions- Several indicators of the quality of general practice care of patients with 
chronic illness were thought to be suitable for the patient assessment of health care 
quality, but other indicators were not, mainly because of reservations by general 
practitioners. 
Implications - Qualitative methods can contribute to the selection of indicators for 
assessment of the quality of health care in areas where scientific evidence is limited or 
where patients' and providers' preferences are particularly important. 
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Introduction 
Quality improvement is most effective if it is focused on issues relevant for both patients 
and practitioners. But difficulties arise when considering which areas of care could 
potentially be improved. The delivery of good quality health care depends on many 
factors, which range from the comfort of chairs in a waiting room to a doctor's skill in 
bringing bad news. Increasingly health care is moving towards evidence-based practice 
[1-3] and where possible indicators of good quality of care should be based on scientific 
knowledge. However, in many areas scientific evidence is limited and, even where good 
evidence exists, the quality of care depends on much more than just the good technical 
delivery of the correct intervention. For example, the views of both patients and providers 
of care may be crucial - even when scientific knowledge is available [1,4]. Other 
examples of such areas are the doctor-patient communication and the continuity and the 
organization of delivery of care. Although such aspects of care are subjective, rigorous 
methods should be applied to the process of selecting indicators suitable for the 
assessment of quality in these areas. Ideally, problems assessed by quality improvement 
initiatives should be considered relevant to both healthcare providers and patients. 
However, patients and practitioners may have different priorities. For example, 
professionals have been shown to value the continuity of care to people with diabetes 
more highly than patients do. People with non-insulin dependent diabetes particularly 
value information, whereas people with insulin dependend diabetes value professional 
and individualised care [5]. 
Patient evaluation of the quality of care is a legitimate target for quality improvement 
initiatives. It is probably most effective if both patients and practitioners agree about the 
focus of such evaluation as this will increase the likelihood that such assessment will 
result in real improvements in either professional performance or the organization and 
cooperation. 
This paper reports on a study that has considered both doctors' and patients' views on 
those aspects of care that are important for the care of people with chronic illness and the 
selection of those aspects of care suitable for patient assessment of the quality of care. 
There is little published information about the selection of such indicators [6]. We 
consulted a panel of patients with chronic illness and a group of general practitioners in 
focus group interviews followed by a written consensus procedure. 
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Methods 
PANEL 
We established a panel of general practitioners and a panel of patients with chronic illness 
that reflected a broad range of experiences and expertise so that the full range of aspects 
would be referred to in the focus group. The figure shows the number of participants in 
each phase of the study. Thirty four patients and 19 general practitioners were involved in 
the first survey and 31 patients and 20 general practitioners in the second. 
The study focused on patients with one of five chronic conditions: diabetes mellitus, 
asthma and chronic obstructive pulmonary disease (COPD), chronic disease of the 
locomotor system, cardiovascular diseases, and migraine. It should be noted that the study 
was not looking for indicators of care specific to particular illnesses but for those aspects 
of care pertinent to the care of all people with chronic illness. Patients were recruited 
through patient organizations and a general practice. Both active and passive members of 
the patient organizations were recruited. 
The general practitioners, who were approached individually, were invited to 
participate either because of specific expertise in the field of one of the chronic diseases 
or because they had experience with patient surveys. They were recruited from both rural 
areas and large cities. 
FOCUS GROUP INTERVIEWS 
Focus groups were set up to explore those aspects of general practice care considered to 
be important for the care of patients with chronic illness (box 1). Separate meetings were 
set up for general practitioners and patients because of their likely different perspectives 
on care as focus groups should, as far as possible, be homogeneous [7-9]. The patients 
were not organized in groups specific for illness but were mixed because we were not 
looking for the perspectives specific to particular conditions but for general issues 
pertinent to the care of all people with chronic illness. However, active and passive 
members of patients' organizations were placed in separate groups as we thought that 
active members might have a different perspective from those who participated less. 
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Figure 1: The panel in the different phases of the study 
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Box I: Theory and practice of the focus group interviews 
Theory 
Focus group interviews are loosely structured group interviews in which four to 12 participants discuss two to four topics, 
moderated by a facilitator [7] The focus group technique is particularly useful to explore different views on a topic The most 
important principle is that the temporary social structure stimulates and facilitates the provision of ïntormation [8] to identify 
a broad range of information as well as the key issues [9] This explicit application of group dynamics distinguishes this 
method from both individual in-depth interviews and more structured group techniques - for example brainstorming and the 
nominal group technique A disadvantage is that the perception and judgement by participants may be biased by group 
dynamics or the influence of the facilitator [10] 
Our experience 
Lvery patient and general practitioner who agreed to participate in a focusgroup interview turned up All groups needed some 
minutes to understand the tasks and to think about the questions we asked Most groups provided a continuous flow of ideas 
and suggestions Some groups were very active in providing suggestions, which made it difficult for the facilitator to structure 
the discussions without being too directive Several times a theme was discussed in too much detail and the facilitator 
intervened in order to tocus the group on the broader questions again The meetings took about one and a half hours 
Four group interviews with general practitioners (three to seven participants) and five 
group interviews with chronically ill patients (three to six participants) were organized. 
The number of interviews per group conformed to the guidelines in the methodological 
literature - that is, about five for each subcategory within the population [7-8]. However, 
the number of participants per group was smaller than suggested (eight to 10 persons) 
because smaller groups seemed to generate more ideas and were easier to organize. 
In the group interviews important aspects of care were explored by asking about 
characteristics of good general practice care in three cases of chronically patients (box 2). 
These areas provided a starting point and were not used to restrict the number or range of 
suggestions. The focus group interviews were led by a facilitator, who stimulated 
participants to provide ideas and structured the discussion without being too directive 
(box 1). The interviews were audiotaped and summarised point by point afterwards. 
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Box 2: Cases in the focus group interviews 
Case 1: Diagnostics 
FOR GFNFRAL PRACTITIONERS - A patient consults > ou because of certain symptoms, for example shortness of breath In a 
scries of consultations you deepen the anamnesis and you carry out physical examinations You may also reter this patient to 
a medical specialist to establish a diagnosis In the course of time you manage to find an effective treatment I inall> you 
make the diagnosis ol a chronic disease (for example asthma or COPD) 
FOR PATIENTS - Suppose you go the general practitioner because recently you have been out of breath very quickly Your 
general practitioner asks you several questions and he carries out physical examinations He asks you to come back several 
times for further examinations He sends you to a medical specialist for one consultation After some months he tells you that 
you have asthma, a chronic disease of the bronchial tubes In this period it slowly becomes clear that you have a chronic 
disease This case could could also concern a different disease, for example migraine or diabetes 
Case 2: Rehabilitation 
FOR GENERAL PRACTITIONERS - You have referred a patient for diagnosis and treatment - for example because ol a stroke or 
vascular surgery Subsequently you have an important role in the rehabilitation of this patient 
FOR PATIENTS - Suppose that you stay in hospital because of a stroke After a while you are allowed to go home and y ou are 
helped by your general practitioner In this period you have to recover and try to resume your old activities The same 
situation could also concern a dilferent disease - for example a heart disease 
Case3: Check-ups 
КЖ GbNhRAL PRACTITIONERS - Mrs De Vries is a well-known diabetes patient (non-insulin dependent) who regularly visits 
you for a health check-up She always makes the appointment herself 
K)R PA IIENTS - Suppose you have diabetes and you have to visit your general practitioner lor a health check-up Among 
other things your blood sugar concentration and blood pressure are measured You always make the appointment yourself 
In this example a chronic patient regularly visits the general practitioner for health check-up 
Questions used in the focus group interviews 
FOR GFNFRAL PRACTITIONERS - What, in your opinion, is most important tor the quality of care for this patient9 Please 
consider the medical care, the relation and communication with the patient, the organization of care in y our practice, and the 
cooperation with other care providers 
TOR PATIENTS - What, in your opinion, is a good general practitioner'' Please consider the medical care, the attitude of the 
doctor to the patient, the organization of the practice and the cooperation with other care providers 
ANALYSIS OF THE FOCUS GROUP INTERVIEWS 
We categorised the summary points from the focus group interviews with the list of 25 
aspects of the quality in health care, developed by the Health Research Council, which is 
generally accepted in the Netherlands [6,11]. In this way we tried to garuantue that the 
full range of aspects was covered by our list. In an iterative process of interpreting the 
points that emerged through the focus groups and discussing the list of the aspects with 
researchers in the field we developed a revised list that fitted optimally with the data. In 
this revised list the aspects were organized into five broad clusters. 
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WRITTEN CONSENSUS PROCEDURE 
A written consensus procedure was conducted in order to explore which aspects of 
general practice care of people with chronic illness were considered by patients (for 
whatever reason) to be relevant for evaluation of care. The procedure consisted of two 
anonymous surveys, the first one month and the second three months after the last focus 
group interview. 
For the first survey the 36 aspects were chosen that covered all the areas of general 
practice care distinguished in the revised list, reflecting the priorities of chronically ill 
patients as much as possible. If an aspect from the Health Research Council was not 
uncovered by the chronically ill patients in the focus group interviews, other studies on 
patients' priorities were consulted [11,12], or aspects of care sugggested by general 
practitioners were used. 
In the first survey each member of the panel was sent a list of the 36 aspects of general 
practice care that had been derived from the focus groups and the relevant publications. 
The panel was asked - for each aspect of care - whether a judgement about the quality of 
care by patients with chronic illness would be relevant for the improvement of quality of 
health care. Participants answered using the following categories: extremely relevant, 
very relevant, moderately relevant, doubtful, and not relevant. 
In the second survey a list of nine further aspects of general practice care was sent to 
each participant, consisting of four aspects that proved to be controversial in the first 
survey (see later), and five new aspects that had been subsequently found in the other 
studies on patient priorities by the research team. 
Thus, a total of 41 different aspects of care were included in the written consensuspro-
cedure. The numbers reported are based on the first or the second survey, except for the 
four controversial aspects and the five new aspects for which only the numbers in the 
second survey are reported. 
ASSESSMENT OF SUITABILITY FOR PATIENT ASSESSMENT OF THE QUALITY OF CARE 
We thought that an aspect of care was potentially suitable for patient evaluation of the 
quality of general practice care of people with chronic illness if 50% or more of both 
patients and general practitioners considered that patient evaluation would be either 
extremely or very relevant. Those aspects of care that scored between 40% and 50% in 
one group, and 50% or higher in the other group raised doubts about their suitability. 
They were classed as controversial and were used in the second written consensus 
procedure. In our view any aspect for which less than 40% of at least one group indicated 
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that it was neither extremely or very relevant was probably not suitable as an indicator of 
the quality of care by patients. 
Results 
ASPECTS AND TYPOLOGY 
The revised list includes 20 aspects of general practice care that can be distinguished in 
five broad clusters (table): 
• Medical care - Effectiveness of intervention, the accuracy of care delivery, the 
competence of the general practitioner, and the burden on the patient by the medical 
care 
• Relation and communication - The exploration of patients' needs, the respect for and 
interest in the patient (humaneness), patients' involvement in treatment decisions, and 
patients' privacy 
• Information and support - The quality of information, the support of patients' 
compliance (stimulating self-help), the empathy (emotional support, counselling), and 
the support of patients' social network 
• Availability and accessibility of care - Waiting times, the time available for patient 
care, the flexibility of the practice organization, the accessibility by telephone, and the 
physical accessibility 
• Organization and cooperation - The efficiency, the premises, the continuity of care 
within the practice, and the integration of care provided by several care providers 
The results of the study are described in five sections that reflect these five clusters. 
Medical care 
Box 3 shows a summary of the medico-technical aspects of care that the focus group 
panels indicated as important for the quality of care. Both patients and general 
practitioners considered it important that doctors are competent. Patients particularly 
stressed 'knowing most recent developments in medicine' whereas practitioners stressed 
'working according to protocol'. A second difference in perspective was that patients 
valued 'consultation of other care providers in time', whereas for practitioners 'knowing if 
a referral to a specialist is necessary' was important. 
The table shows all aspects of care within this cluster. Three of the four indicators of 
the effectiveness of care and the burden of care on the patient were considered suitable for 
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patient evaluation of general practice care. Those aspects of care that reflected 
competence and accuracy were less acceptable to general practitioners as indicators that 
patients could use to assess the quality of care. 
Box 3: Summary of important aspects of medical-technical care 
Views of chronically ill patients (n=23) 
GP solves acute symptoms of the patient quickly 
GP makes the diagnosis quickly 
GP involves medical specialists or other саге ргоч iders in 
time 
GP refers accurately to a medical specialist 
GP has means for performing diagnostic procedures 
GP reacts immediately on complications or alarming test 
results 
GP does not send the patient to a medical specialist too 
quickly 
GP has good knowledge of diseases and treatments and 
knows recent developments 
GP knows his own limits 
GP regularly re-evaluates the needs of the patients 
GP regularly checks and considers the treatment 
Assistant is well informed and competent 
GP takes an active role concerning risk groups 
GP intervenes if a medical specialist makes mistakes 
Views of general practitioners (GPs) (n=17) 
GP provides a good treatment for the patient 
GP prevents complications as best as possible 
GP looks for complications and treats them accurately 
GP takes an accurate history 
GP makes the diagnosis early 
GP docs not use 'heavy' diagnostic procedures in case ot 
minor symptoms 
GP uses the label 'chronically ill' carefully a patient should 
not be made more ill than necessary 
GP knows il a referral to specialist tare is necessary 
GP has good means for diagnostics a registration s\ stem, 
instruments, a competent assistant 
GP is physician competence is the foundation 
GP uses protocols based on the 'state of the art' (for 
example a guideline of the Dutch College of General 
Practitioners) 
GP foresees possible complications and checks the course 
of the disease 
GP has good agreements with assistant 
Relation and communication 
Box 4 shows the aspects of the relation and communication considered by patients and 
practitioners to be important. The general practitioners stressed the importance of 
answering patients' needs, whereas the patients wanted to be listened to and taken 
seriously. Furthermore, patients valued involvement in decisions, whereas general 
practitioners felt that patients' capacities should not be overestimated. 
Most indicators of the relation and communication were considered to be suitable by 
both panels in the consensus procedure, although the issue of guaranteeing the privacy of 
patients was a clear exception (table). 
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Box 4- Summary of important aspects of the relation and communication 
Views of chronically ill patients (n=23) 
Patient can always asks questions 
GP is able to listen to the patient and asks for his own ideas 
GP takes every patient seriously 
GP has a permanent interest in and knowledge of the person 
and family and life situation 
GP takes enough time to talk with the patient 
GP listens very well 
Assistant is friendly 
GP gives important messages himself 
GP confers with the patient about treatment options, taking 
his wishes into account 
GP asks patients' permission for a treatment 
GP treats the patient as an equal 
GP is not irritated if the patient asks a second opinion 
Views of general practitioners (GPs) (n=l7) 
GP answers patients' needs 
GP acts personally (not according to protocol) 
GP has a good relation with patient a precondition for 
being able to support and rehabilitate 
GP slicks to agreements 
GP involves assistants, who are closer to the patient 
GP does not overestimate the capacities of the patient 
GP presents the patient the choice of treatment and 
referral, whenever these are medically equal 
Information and support 
Both patients and general practitioners valued good information about diseases and 
treatment as well as psychosocial support of the patient and relatives (box 5) Most 
aspects of care included in this cluster were considered to be relevant by both patients and 
general practitioners for patient assessment of quality of health care (table). Exceptions 
were 'telling the preliminary diagnosis' and 'making social home visits for guidance'. 
Box S: Summary of important aspects of information and support 
Views of chronically ill patients (n=23) 
GP tells from the start what he suspects 
GP explains clearly what the patients' disease is 
GP gives information about the treatment, for example 
taking medication or being examined 
GP points out the consequences of a disease in daily life • 
for example acute symptoms 
GP explains clearly when the patient can get help 
GP gives information or makes a referral for practical aids, 
patient organizations, and public services 
GP offers psychosocial guidance and good rehabilitation 
GP stimulates the patient to take his or her own responsibi-
lities 
GP pays attention to the patient and his or her relatives 
GP makes home visits for conversations 
GP instructs patients' relatives accurately 
GP also provides rehabilitation information and guidance 
to patients' relatives 
Views of general practitioners (GPs)(n=17) 
GP motivates the patient for a treatment and stimulates his 
own responsibility 
GP clearly expresses what can be expected from him and 
what not 
GP explains the essentials of the disease and the treatment, 
gradually, orally, and in wntlen form 
GP answers (non-medical) questions about the disease -
for example, concerning public services and organizations 
GP provides good information about the practice 
organization 
GP adapts the communication to patients' level of 
knowledge 
GP sometimes provides long-term guidance 
GP helps the patient to accept the disease and help 
GP gives the patient the feeling that he is present, as often 
not so much can be done 
GP pays attention to patients' social experiences and 
context (work, family) 
GP may do social home visits 
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Availability and accessibility 
Strikingly, in the focus groups patients mentioned many more aspects that related to the 
accessibility and availability of care than did general practitioners (box 6). Patients valued 
good accessibility and short waiting times, but also consultation hours for specific chronic 
diseases and flexible appointment systems. Nevertheless, general practitioners agreed 
about the relevance of several aspects of accessibility and availability for patient 
assessment of health care but had doubts about others (table). 
BOY 6: Summary of important aspects of availability and accessibility 
Views of chronically ill patients (n=23) 
Patient is helped immediately if test results are deviant 
Practice has an appointment i-yslem 
Consultations with different care providers can be combined 
Practice has consultation hours for specific chronic diseases 
During a consultation enough time is available 
Waiting times arc short 
In case of acute symptoms the patient gets help quickly 
Practice is accessible - for example, for people with limited 
mobility 
Patient can choose the time for an appointment during working 
hours 
Practice has consultation hours outside normal working hours 
Practice can be easily reached by telephone 
Views of general practitioners (GPs)(n=17) 
Appointment system is elficient and quick 
Organization and cooperation 
Both patients and general practitioners valued continuity of care and good communication 
and cooperation between different care providers (box 7). Also both groups valued 
involvement of an assistant in several ways - for example, in the measurement of blood 
pressure. Patients also valued pleasant rooms within the practice. General practitioners 
also mentioned the importance of good appointment and registration systems. Not all 
aspects of the organization and cooperation were considered by the written consensus 
panels to be relevant for patient assessment of the quality of care. Patients expressed 
doubts about the relevance of'the involvement of the assistant' and 'the decoration of the 
waiting room'. General practitioners particularly expressed doubts about several 
indicators that related to the continuity and the integration of care. 
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Box 7: Summary of important aspects of the organization and cooperation 
Views of chronically ill patients (n=23) V lews of general practitioners (GPs)(n=17) 
Assistant is involved in several functions 
Practice rooms are not noisy 
Waiting room is large and well decorated 
GP follows the course of a disease and the treatment 
compliance 
GP keeps in contact with the patient when he is in 
hospital 
GP himself takes the initiative for contact or a ν ïsit -
tor example, after the patient leaves the hospital 
Assistants do not change all the time 
GP, medical specialist and hospital communicate 
well 
GP and home care providers communicate well 
GP mediates actively on the patient's behalf with 
other care providers 
Between the GP and replacing GPs a good Lransfcr 
oí information exists 
Rehabilitation is well organized 
GP involves the assistant in order to save time lor other activ lties 
GP plans consultations, examinations and lest results aLCurateh 
Good registration system exists 
GP takes care that regular health checks and the care in case oí 
emergencies have been organized 
GP follows up the patient also it he is in hospital 
GP knows other care providers in order to be able to refer accurately 
GP provides an accurate account in cases ot consultation of other 
care providers and he gels an accurate answer 
Care providers know who does what which requires good coordi-
nation and communication 
GP has a key role in care delivery 
Medical specialist is "GP-fnendly" he does not change the 
medication immediately and he sends the patient back when possible 
A good information transfer exists between hospital and GP 
Patient knows that the cooperation is well organized 
GP stimulates a good organization of informal care 
SUMMARY OF THE RELEVANCE OF ASPECTS OF CARE AS INDICATORS Ob HEALTH CARE 
QUALITY THAT CAN BE ASSESSED BY PATIENTS 
From the results in the table most aspects of the relation and communication, of 
information and support, of effectiveness, and of burden for the patient seemt to be 
suitable for patient evaluation of the quality of care. Problems arose in the assessment of 
other categories, with the emergence of clear differences of opinion between patients and 
general practitioners when considering the suitability of aspects of care that reflect 
accuracy of competence and to some extent those that describe availability, accessibility, 
and organization and cooperation. 
Table У: What aspects of care are relevant for patients (n=34 and n=31*) and general practitioners (n=19 and n=20*) 
(n(%) were very or extremely relevant) 
Cluster Aspect of care Indicator (=speciiic aspect to measure the quality) Patients GPs 
Vvailibilify and Waiting times How quickly is the GP available in case ofacutc 
accessibility 
Flexibility 
Telephone 
accessibility 
Time lor care How much lime is available for a consultation 
32 (94) 
symptoms'1 
How long are waiting times (for an appointment, in the 20 (59) 
waiting room, etc)9 
Is it possible for the patient to choose the moment and 26 (84) 
GP for a consultation himself7 # 
Is the practice accessible by telephone > 31 (91 ) 
23 (68) 
Physical Is the practice accessible by car, public transport, etc > ti 21 (68) 
accessibility
 [ s ш с р Г а С | 1 С е at-cessible for people with reduced mobi 29 (85) 
htyj 
16(84) 
13(68) 
4(45) 
16(84) 
8(42) 
6(30) 
13(68) 
yes 
yes 
doubt 
yes 
doubt 
no 
yes 
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Table I continued 
Cluster Aspect of care Indicator (=s peci fie aspect to measure the quality) Patients GPs Suitable 
Organization and 
cooperation 
Medical care 
Premises 
Continuity 
Cooperation 
What about the decoration of the waiting room'' # 10 (32) 7 (35) no 
Does the GP actively follow the course of the disease > 30 (88) 12 (63) yes 
Does the GP keep in contact if the patient is in hospital > 28 (82) 7 (37) no 
Does the GP develop a continuous personal relation 22 (71 ) 13 (65) yes 
with the patient9 # 
Do locum GPs know about medical information 23 (74) 8 (40) doubl 
concerning the patient9 # 
Has home care provided by different care providers 31 (91 ) 9 (47) doubt 
been coordinated9 
Docs the GP contribute to the cooperation between 29 (85) 8 (42) doubt 
home care and informal care9 
Does home care meet patients needs9 # 26 (84) 15 (75) yes 
Does the GP show an active attitude towards medical 27 (79) 7 (37) no 
specialists and other care providers9 
Do the GP and the medical specialist coordinate 26 (84) 13 (65) yes 
activities for example concerning information9 # 
Has the practice assistant been involved in medical 14 (41 ) 13 (68) doubt 
check-ups9 
Is the GP able to relieve acute symptoms ' 33 (97) 10 (53) yes 
Does patients health improve or stabilise9 23(68) 13(68) yes 
What is the burden caused by the treatment (lime 23 (74) 9 (45) doubt 
treatment, life rules)9 0 
Does (he GP pay attention to (he burden caused by the 28 (82) 13 (68) yes 
treatment in relation to its benefits9 
How quickly and accurately is the patient referred lo a 33 (97) 9 (47) doubt 
medical specialist9 
I low quickly has the diagnosis been made9 30(88) 3(16) no 
Does the GP act according to current medical 23(68) 4 (21) no 
knowledge7 
Relation and Humaneness Docs the GP lake the patient seriously9 31 (91 ) 16 (84) yes 
communication
 H o w d o ^ 5 Ι 5 ΐ ί ΐ η ΐ 5 t r c a i ihe patient ' 27 (79) 17 (90) yes 
Does the GP show personal interest in the patient9 30 (88) 14 (74) yes 
Docs the GP pay attention to patients needs9 29 (85) 18 (95) yes 
To what extent patients needs are met9 31(91) 18(95) yts 
Has the patient been involved in treatment decisions' 30 (88) 18 (95) yes 
Does the GP show limits in medical matters9 23 (68) 13 (68) yes 
Does the GP guarantee the privacy of the patient9 28(82) 8 (42) doubt 
Efficiency 
CffectivenLSS 
Πurden 
Competency/ 
accuracy 
Exploring 
patients needs 
Involvement in 
decisions 
Privacy 
Information 
and support 
Informative 
ness 
Stimulating 
self help 
Counselling 
Supporting 
patients 
relatives 
I lave the disease and treatment been explained9 31 (91 ) 18 (95) 
How clear arc practice organization rules9 28 (92) 18 (95) 
Does the GP provide information or a referral lor public 31 ( 100) 11 (55) 
services etc 9 # 
Does the GP tell the patient the preliminary diagnosis9 12 (3S) 2(11) 
Does the GP stimulate patients responsibility for life 28 (82) 16 (84) 
style and taking medication9 
Does Ihe GP guide the patient in accepting the disease9 29 (85) 14 (74) 
Does the GP make social home visits for guidance9 27 (79) 6 (33) 
Does the GP offer support to patients relatives9 26 (76) 11 (58) 
yes 
yes 
yes 
yes 
yes 
no 
yes 
* Relemng to the first and the second survey respectivily 
U Numbers based on the second survey all other indicators are based on first survey 
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Discussion 
In this study we have explored those aspects of general practice care of patients with 
chronic illness that were considered important both by patients and by general practi-
tioners. Both patients' and doctors' views were used to select aspects of care that are 
potentially candidates as indicators for patient assessment of the quality of care. Of 
course, before any of these are used in practice as indicators of the quality of care they 
will need to be thoroughly evaluated. But the indicators derived from this study do reflect 
patients' perspectives and, as they were chosen only if thought to be relevant by both 
doctors and patients, there is perhaps an increased chance that using them for quality 
assessment by patients will result in real improvements in care. The list of indicators need 
not be fixed but can be adapted to specific aims and change from year to year or from 
practice to practice. 
The study shows that qualitative research methods, in this case focus group interviews 
combined with a written consensus procedure, offer an approach to the selection of 
indicators for the evaluation of health care that make sense for all the parties involved. A 
study that combines assessment of the importance of specific aspects of general practice 
care with their relevance for patient evaluation of quality of health care seems to be 
particularly pertinent for quality assurance. As both patients' and doctors' views were 
taken into account, the list of indicators is relevant to both groups. 
The presence of the same kind of people (colleagues and other patients) in the focus 
groups seems to have stimulated participants to express their views. Of course, the 
facilitators' role and group dynamics may have biased the results, but the role of the 
facilitator is crucial to focus group interviews [7,8]. The non-directive but still task-
oriented style that was applied seems to have worked well. We found that it was the 
smaller groups (four to six people) that seemed to be the most productive and feasible, 
which contradicts published methodological advice. This may be explained by the high 
degree of commitment of most participants. 
In other studies that prioritise patients' views on aspects of care priorities include 
'general practitioner is easy to talk to' [11], 'explaining diabetes and its complications on 
diagnosis' and 'treating each patient as an individual' [5], and 'doctor sorts out problems' 
[12]. Similar aspects of care were mentioned in our focus group interviews as well. Our 
interviews also showed aspects of care not often included in other studies on patients' 
priorities. Examples include enough time for each consultation, quick help for acute 
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symptoms, the involvement of a general practitioners' assistant, and cooperation with 
other care providers. 
By including parallel focus group interviews with general practitioners as well as 
patients we were able to compare the perspectives of both groups. They agreed about the 
importance of many aspects of general practice care, but there were important differences. 
For example, patients want doctors who know the most recent developments in medicine 
and who do not hesitate to refer to specialists if necessary. General practitioners stress the 
importance of working according to professional protocols and critically evaluating the 
necessity of referrals. 
General practitioners and patients also disagreed about the inclusion of some 
indicators in patient evaluations of the quality of care. The evaluation of health care from 
the patients' perspective must reflect their views, so indicators that do not make sense for 
patients should be excluded from such studies. A more difficult issue is how to deal with 
indicators that are relevant for patients but not for their general practitioners. The use of 
such indicators as part of quality improvement initiatives might therefore cause resistance 
among general practitioners and reduce the likelihood of achieving improvement. On the 
other hand, as many indicators as possible that patients consider relevant should be 
included to get a full picture of patients' views. Clearly, a balance has to be found. 
A solution for this dilemma may be found through critical evaluation of the indicators 
[14]. For some aspects of care special knowledge is needed for the formulation of norms, 
and where people lack this knowledge quality assessment seems to be less valuable. 
Examples are the 'speed of making a diagnosis' and 'the extent to which the GP works 
according to current medical knowledge'. Furthermore, people usually need to have 
experience with the aspects of care included in an evaluation of quality of health care to 
be able to have an adequate perception of its delivery. In some cases, patients do not have 
this experience. An example is the contribution of the general practitioners to the 
cooperation between home care and informal care. Some indicators may be excluded on 
these grounds. 
Quality assessment should lead to improvements in health care delivery, so similar 
emphasis should be placed on selecting indicators that reflect patients' perspectives as on 
the implementation and the effectiveness of patient evaluation instruments. Further 
research is required to show whether and how a balance between both aims can be found. 
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Abstract 
The practical relevance of surveys on patients' evaluations of general practice care has 
yet to be established. An important question is whether patients' evaluations vary 
between patients and general practitioners. This variation was explored in an 
explorative study. In eight practices patient surveys were performed, involving 671 
patients. In each practice both a mailed survey and a hand-distributed survey were 
conducted. The analyses showed that acute and chronically ill patients have different 
evaluations of specific aspects of general practice care. General practitioners were 
evaluated differently by the chronically ill patients in their practice. The composition of 
the patient samples varied per practice, but this did not fully explain the differences in 
patient evaluations. So patients' evaluations were responsive to differences between 
general practitioners. However, the composition of the patient sample should be taken 
into account if patients' evaluations of the care are studied. 
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Introduction 
General practitioners are supposed to involve the patients' perspective in the assessment 
and improvement of the quality of care [1]. To do so. different methods are available, 
such as complaint procedures, asking patients for suggestions about improvement and 
periodic surveys on patients' feelings and expectations with regard to health care. 
Particularly patients with chronic illness, are potentially good critics, as they regularly 
use care and they have enough experience with care to be able to provide evaluations of 
a number of aspects of care. In addition, patients with chronic illness, are responsible for 
a significant proportion of general practitioners' work [2]. 
The practical relevance of these patient surveys for the general practitioner (GP) 
have yet to be proven [3]. It seems important that the questions focus on concrete 
aspects of care that are important for patients and for which they can provide relevant 
evaluations. The results cannot be seen as a direct indication of the quality of care, but 
they may stimulate the GP to reflect on his or her practice routines. It is important that 
the conduct of a patient survey does not pose an unbearable burden on the GP. Finally, it 
is important that patients' evaluations are sensitive to differences and changes in the way 
care is delivered and that they do not only depend on patients' characteristics. If this 
sensitivity were poor, the results of the patient survey would be influenced more by the 
composition of the patient sample than by the practice routines of the GP. 
In an explorative study we studied the variation in patients' judgements of general 
practice care. These evaluations express a positive or negative evaluation of the care 
that was experienced. They should be distinguished from needs or wishes (that express 
the care aimed for) and the actual experiences of the patient in health care. Our study 
focused on the extent to which these judgements vary between patients and between 
GPs. The following research questions were formulated: 
- For what aspects do patients with chronic illness and patients with acute illness have 
different judgements of their GP? What differences exist between patients with 
different chronic diseases? 
- Are GPs evaluated differently by chronically ill patients in their practice? If yes, to 
what extent are these differences influenced by the composition of the patient 
population? 
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Methods 
STUDY POPULATION 
The data were collected by means of a survey in eight practices in rural areas in the 
eastern part of The Netherlands. The eight relevant solo-general practitioners each 
approached 65 patients with chronic illness and 65 patients with acute illness (from 
now on called 'chronic' and 'acute' patients, respectively). Chronic patients were patients 
with one or more of the following diseases: asthma or COPD, diabetes mellitus, chronic 
diseases of the locomotor system, cardiovascular diseases, and migraine. Among acute 
patients, those with known chronic diseases were excluded. Patients who were 
incapable of participation in the survey (too young, serious psychiatric symptoms, 
mental retardation) were excluded as well. 
Two methods were used in order to reach both recent and less recent visitors of the 
general practice: 
• Each GP or practice assistant handed out a written questionnaire to 25 chronic 
patients and 25 acute patients who consecutively visited the general practice. The 
GPs themselves chose the starting point. 
• Each GP mailed a questionnaire to a systematically sampled group of 40 chronic 
patients and 40 acute patients. The chronic patients were sampled from the 
computerized practice register (seven practices) or the patients' charts (one practice); 
the acute patients were sampled from the appointment book. 
All patients could fill in the questionnaire at home and then send it to the researchers. 
The GPs received a report comprising a summary of the results. 
VARIABLES AND OPERATIONALISATION 
In a pilot study a panel of chronic patients and GPs indicated which aspects of general 
practice care are important for the care of chronic patients, and for which of these 
aspects patients' evaluations could be relevant [4]. Using the results a questionnaire was 
developed and tested in a survey in which 249 chronic patients from six general 
practices participated. The results were used to select the questions with a high item-
response and a good discrimination of the answers. This yielded in the questionnaire 
that was used in this study. 
The questionnaire includes 62 questions covering 19 aspects of general practice care, 
three or four questions per aspect. For 16 aspects a six-point answering scale was used 
with the categories 'poor', 'fair', 'more than fair', 'good', 'very good' and 'excellent'. For 
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two aspects the needs for more care were sought, using the answering categories 'yes, 
please', 'does not matter', 'no, rather not'. Cronbach's alpha per aspect varied from 0.54 
to 0.94. One aspect ('privacy') was not considered in this study, since only 'yes/no' 
questions about actual experiences were asked. 
The questionnaire contained a number of questions on background features as well: 
age, sex, marital status (five categories), highest education (nine categories), health 
insurance, membership of a patient organization, number of times that the GP was 
consulted in the last half year, treatment by a medical specialist (yes/no) and self-
reported chronic diseases (a list of six diseases and a category 'other'). 
ANALYSIS 
For the analysis we determined for each aspect the percentage of the questions that the 
most positive answering categories were used, that is 'good', 'very good' or 'excellent' for 
the questions with the six-point scale and 'does not matter' and 'rather not' for the 
questions on need for more care. Only patients who filled in all questions for the 
relevant aspect (other than 'do not know/no opinion') were included, so the percentages 
were not influenced by non-response. In addition, for each aspect we determined the 
percentage of the questions where the patients had given an opinion, other than 'do not 
know/no opinion'. 
For the statistical tests of differences between patient categories and between GPs a 
t-test was used for interval variables and a Chi-square test in other situations. If 
possible, an overall test was used as well, which tested the significance of a number of 
comparisons simultanously (Hotellings T2). P-values < 0.05 were considered as 
significant. The comparions between patients with different chronic diseases patients 
referred only to patients who were selected by the GP as a chronic patient. Since the 
patient categories overlap partially due to comorbidity, comparisons were made 
between a patient category and all other patients. 
Finally, a stepwise regression-analysis was performed for each aspect to explore the 
influence of patient characteristics and GP characteristics on patients' evaluation of care. 
Dependent variables in this analysis were patients' judgements of different aspects of 
care. Independent variables were age, sex, marital status (dichotomized into 'yes/no 
married or living together'), education, health insurance, membership of a patient 
organization, frequency of visiting the GP, GP (dummy-variable), yes/no chronic 
disease. 
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Results 
In total 345 chronic patients and 326 acute patients returned a questionnaire (66 and 63 
percent respectively). Since hardly any differences were found between the two survey 
methods with regard to the composition of the patient sample or the evaluations of care, 
the results were collapsed for the analysis. 
The chronic patients differed from the acute patients on many background 
characteristics, as could be expected (table 1). For instance, the chronic patients were 
older, more often widowed, and had a lower level of education than the acute patients. 
The chronic patients reported (of course) more often chronic diseases, but a proportion 
of the acute patients reported chronic diseases as well. The patient populations of the 
GPs differed significantly, both for the chronic patients and for the acute patients. For 
example, considerable differences existed in age, education and number of times that 
the GP was consulted in the last half year. 
Table 1: Characteristics of chronic patients (n=345) and acute patients (n=326) (percentages where not indicated 
otherwise) 
Sex# 
Age# 
Marital status # 
Highest education # 
Frequency of visiting GP in 
Collective health insurance 
Treatment by medica 
Self-reported diseases 
possible) 
last half year 
1 specialist # 
(com binations 
woman 
mean (years) 
unmarried 
married 
living togelher 
divorced 
widovv/widower 
none/basic education 
lower professional education 
medium professional education 
higher education 
other 
mean number of times 
yes 
yes 
diabetes t> 
asthma, COPD # 
cardiovascular И 
hypertension # 
locomotor system # 
migraine 
other disease 
Chronic patients 
59 
59 * 
6 
70 
4 
2 
19 * 
28 
28 
25 
12 
6 * 
3 5* 
72 * 
46 * 
15* 
22 
28 
39 
26 
7* 
22* 
Acute patients 
70 
4 2 * 
15 
72 
7 
3 
3 
11 
30 
31 
22 
6 * 
3 3 * 
7 9 * 
2 2 · 
1 
6 
7 
11 · 
15 
5 
29 
# significant differences between chronic and acute patients (p< 05) 
* significant differences between GPs (p< 05) 
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Of the 55 questions that were included in the analysis, on average 45 were answered per 
patient (median 47). For most aspects of care the mean response on the relevant 
questions was 75 percent or higher. Exceptions were 'availability for emergencies', 
'physical accessibility', 'cooperation' and 'supporting patients' relatives'. Chronic patients 
more often provided an evaluation than acute patients (overall test: p<0.01), particularly 
with regard to the following aspects: 'burden' (80 percent for chronic patients versus 
74 percent for acute patients), 'stimulating self-help' (89 versus 82 percent), 'counselling' 
(86 versus 75 percent), 'supporting patients' relatives' (53 versus 43 percent', 'continuity' 
(91 versus 86 percent) and 'cooperation' (45 versus 35 percent). Acute patients were 
more frequent in providing their evaluation of the aspects 'exploring patients' needs', 
'waiting times' and 'premises', but for these aspects the percentages were above 95 
percent in both groups. 
Table 2 shows that for most aspects chronic and acute patients did not differ 
significantly in their use of the most positive categories on the answering scale. 
However, the exceptions were 'waiting times', 'flexibility' and 'premises', where chronic 
patients had more positive evaluations than acute patients. Furthermore, few differences 
were found between the evaluations of general practice care provided by different 
categories of chronic patients. Migraine patients were the exception: they had less 
positive evaluations of 'effectiveness', 'stimulating self-help', 'counselling', 'waiting 
times' and 'time for care'. On the contrary, diabetes patients had more positive 
evaluations of'competence/accuracy' and 'time for care' compared to the others. 
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Table 2: Evaluations of different patient categories (n=671) 
(percentage questions where the most positive answering categories were used) 
Cluster 
Availability 
and accessibi­
lity 
Organization 
and cooperati-
Medicai care 
Relation and 
communica­
tion 
Information 
and support 
Aspect of care 
Waiting times 
Flexibility 
Availability for 
emergencies 
Physical 
accessibility 
Premises 
Continuity 
Cooperation 
Effectiveness 
Burden 
Competence/ 
accuracy 
Humaneness 
Exploring patients' 
needs 
Involvement in 
decisions 
Time for care 
Informativeness 
Stimulating 
self-help 
Counselling 
Supporting 
patients' relatives 
Acute 
patients 
η=326 
55 
61 
52 
51 
55 
70 
68 
70 
72 
86 
73 
77 
73 
92 
67 
66 
67 
61 
Chronic 
patients 
η = 345 
6 3 * 
6 8 * 
59 
48 
63 * 
73 
61 
76 
75 
82 
77 
78 
73 
90 
68 
71 
71 
64 
Chronic patients 
lowest per 
category 
44(e)* 
59(e) 
46(e) 
40(a) 
51(e) 
70(e) 
50(e) 
57 (e) * 
63(e) 
70(e) 
65(e) 
65(e) 
60(e) 
76 (e) * 
53(e) 
52 (e) * 
51 (e) * 
57(b) 
highest per 
category 
69 (d,f) 
73(f) 
68(a) 
52(d) 
68(a) 
78(a) 
78(g) 
82(a) 
81 (d,g) 
92 (a) * 
84(a) 
87(a) 
75 (a,g) 
97 (a) * 
70 (a.b.g) 
76(d) 
77(a) 
72(a) 
lowest 
perGP 
49 
56 
31 
16 
45 
55 
3 
64 
56 
69 
62 
64 
51 
82 
53 
56 
55 
50 
highest per 
GP 
75 * 
82 
8 3 * 
84* 
7 9 * 
87* 
100 
87 
83 
9 2 * 
85 * 
93 * 
82* 
95 
81 * 
79 
8 3 * 
88 
* P< 05 
Statistical tests were applied for differences between chronic and acute patients, differences between a category ot chronic 
patients and the other chronic patients (because of comorbidity, separately for each category), differences between the 
populations of chrome patients per GP The chronic patients reported the following chronic diseases a=diabetes (n=51), 
b=asthma, COPD (n=76), c=hypertension (η=Ι33), d=locomotor system (n=88), e=migraine(n=23), f=cardiovascular diseases 
(n=96), g=olher chronic diseases (n=77) 
The table shows that for 11 out of the 18 aspects GPs were evaluated differently by the 
chronic patients in their practice. The mean difference between the highest and the 
lowest percentage per GP was 35 percent. Nevertheless, for all GPs the majority of 
chronic patients used the most positive answering categories, except for 'availability for 
emergencies', 'physical accessibility', and 'cooperation'. For these aspects the lowest 
percentages per GP were below 50 percent. 
The regression analyses showed that patients' evaluations of general practice care 
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were predicted by both patient characteristics and by differences between GPs. Older 
patients and patients with a higher education had more positive evaluations than 
younger people and patients with a lower education. Furthermore, patients who had 
consulted the GPs more often in the last half year had more positive evaluations of a 
number of aspects than patients who visited the practice less frequently. Except for 
'cooperation' the GPs were signicantly differently evaluated by the chronic patients in 
their practice. However, the proportion of variation that was explained was low: 
between 1 and 25 percent per aspect, on average 7.4 percent. 
Discussion 
The main findings of this explorative study were: 
- chronic and acute patients evaluate several aspects of general practice care 
differently; 
- GPs were evaluated differently by chronic patients in their practice; 
- the composition of the patient population differed between the GPs, but this hardly 
explained the different evaluations of the GPs. 
The findings suggest that patients' judgements vary between GPs, but that the influence 
of particularly age, education and frequency of visiting the practice should also be taken 
into account. 
• First, for a number of aspects of care chronic patients were found to provide more 
frequently an evaluation than acute patients, and they used the most positive answering 
categories more often as well. The first finding suggests that chronic patients feel 
themselves more competent than acute patients to answer the questions. This supports 
the validity of the questionnaire, which focused particularly on patients with chronic 
illness. The second finding suggests that acute patients are more critical than chronic 
patients, particularly concerning the aspects of 'service' that are outside the primary 
process of care provision. 
• Secondly, different categories of chronic patients had different evaluations of their 
GP. Strikingly, migraine patients were less positive than other patient categories; it 
should be remembered, though, that this was only a small group. In addition, the 
observation of the diseases was based on self-report and it is well-known that this can be 
unreliable [5]. Migraine is probably over-reported. The accuracy of self-reported 
diseases varies between the diseases [5]. For example, self-report of diabetes is quite 
accurate. Diabetes patients had more positive evaluations than other chronic patients. 
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A number of explanations can be given for the variation in patients' evaluations 
between different patient categories. It is possible that the less positive answers were 
provided by people who thought they had a chronic disease, but who were not 
diagnosed as such by the GP. Maybe this is the group of patients known by the GP as 
'chronic complainers', people who are dissatisfied, regardless what the doctor does. The 
comparison between patient categories included only patients who were diagnosed as 
'chronic patient' by the GP. 
• Thirdly, for several aspects of care the eight GPs were evaluated differently by the 
chronic patients in their practice and these differences were only partially explained by 
the different patient populations of the GPs. Older people and more highly educated 
people had more positive evaluations than younger patients and those with a lower level 
of education. Remarkably, the evaluation of a number of aspects was more positive the 
more often the patient had consulted the doctor. Although the 'chronic complainers' may 
be among the frequent visitors as well, other frequent visitors tend to evaluate care more 
positively. People may get more realistic expectations if they have more experience 
with the GP and therefore have more positive evaluations as well. A different 
explanation could be that people visit the GP often because they are satisfied. 
So chronically ill patients' evaluations of care vary between GPs. It should be 
determined to what extent these differences indicate actual difference in practice 
routines. The patient survey aims to stimulate reflection and discussion in GPs 
concerning these routines. However, the differences between GPs only explained a 
small proportion of the variation in evaluations, so caution is needed before conclusions 
can be drawn. The number of GPs in this study was not large, so that the variation in 
practice routines might have been too small to be measured. 
Further research should focus on the balance between 'true' differences between GPs 
and 'noise', that is patient-related effects and measurement error. An important question 
is how many patients and how many questions have to be included in the survey to yield 
a reliable result. This question has not yet dealt with in the international patient 
satisfaction literature, although it is crucial for the interpretation of the results of a 
patient survey. This shortcoming may be related to the fact that it is sometimes unclear 
which care providers are exactly evaluated. In a study that included a larger number of 
GPs we will focus on this question (chapter 9). 
Specific aspects of care may show more differences between GPs than other aspects. 
The regression analyses showed that particularly for the aspects of the practice 
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organization the variation between patients' evaluations of care were explained by the 
differences between GPs. For example, 14 percent of the variation in the evaluations of 
'waiting times' was explained by differences between GPs. For 'physical accessibility' 
this percentage was 25 percent and for 'premises' 16 percent. The differences between 
GPs may be larger where they concern such tangible subjects. 
Furthermore, it should be explored which objective characteristics of care influence 
patients' evaluations of care. Although these relations are reported in many patient 
satisfaction studies, a valid overview is lacking. Such an overview could help the GP to 
improve the relevant factors, as far as means are available. The efforts to improve care 
comprise both changes in practice routines or the practice organization, and better 
communication with patients to influence their ideas and expectations. Patients' 
evaluations are determined by their experiences with care, but also by their wants and 
expectations. 
Patient surveys are probably most relevant for signalling possible differences in care 
delivery, while other methods are needed to document patients' views in more detail. 
Our experience is that GPs particularly feel attracted to the figures for the individual 
questions and by the comparison between their figures and the figures of other GPs. Of 
course, the variation in patients' evaluations between GPs is only one of the factors that 
determine the practical relevance of patient surveys for the GP. In the introduction a 
number of other considerations were mentioned. It has yet to be determined, though, 
whether the balance between benefits from a patient survey and the burden on the 
patients and general practice is positive. Only if this is so, can periodical patient surveys 
be recommended. 
Note The appendix in the published article, including an overview oCthe questions and scales, has not been included in the 
thesis as the final version of the CEP is presented in chapter 6 
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Abstract 
Background - Although patient satisfaction surveys are being used increasing, the 
relevance for signalling problems or opportunities for improvement has yet to be 
determined. 
Aim - To determine the variation of chronically ill patients' judgements of care across 
different dimensions of care, general practitioners and patient categories. 
Methods - Patients' judgements of care were documented by means of the CEP 
(Chronically ill patients Evaluate general Practice), a previously validated instrument. 
Twenty-eight general practitioners in the Netherlands conducted a hand-distributed or a 
mailed survey among 50 or 60 chronically ill patients in their practice. 
Results - The response rate was 63% (n=762). The questionnaire contained 17 internally 
consistent subdimensions that could be categorized into 9 dimensions. The percentage of 
patients who used the most positive answering categories varied widely between general 
practitioners. Seven to thirteen percent of patients'judgements was explained by patient 
characteristics and differences between general practitioners. 
Conclusions - Patients distinguish between different dimensions of care in their 
judgements. Patients'judgements of care vary between general practitioners and patient 
categories, but a considerable proportion of the variation in patients' judgements could not 
be explained by these factors. This suggests that patients' judgements can be related to the 
actual variation in care delivery. Patients' judgements of care can be relevant for the 
assessment of practice routines. 
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Introduction 
One of the aims of health care reforms in the Netherlands, the United Kingdom and 
elsewhere in the world is making it more responsive to patients' wants and needs [1]. 
Documenting patients'judgements of the medical care is regarded as an important method 
for assessing the quality of care from the patients' perspective. The risk, however, is that 
patient satisfaction surveys are used to please the consumerist mood of managers and 
policymakers, without signalling real quality problems or opportunities for making health 
care more patient-centred. Although patient surveys are used increasingly in various 
countries, the practical value and benefits for general practitioners are still unclear. For 
example, the relation between patients'judgements and the quality of care is problematic. 
While good quality refers to a positive balance between ideal and actual care [2], it is 
uncertain whether patients' judgements refer to a similar concept [3,4]. Obviously, the 
relation between patients' judgements and the quality of care is not simple and 
straightforward. 
Nevertheless, insight into patients' judgements on the quality care may be helpful in 
medical audit and quality improvement. Surveys of patients' evaluations of care provide 
the opportunity to involve patients in the process of assessing and improving the quality 
of care. They complement self-audit and peer review activities of care providers which 
focus on dimensions of care that are important from a professional perspective. The 
overall attitude of patients towards health care is often very positive and therefore 
probably not very helpful for signalling problems. However, patients' judgements may 
vary across different dimensions of care and across different ways of care delivery. 
Particularly this variation could possibly be used to reflect on the current practice routines 
and the practice organization. 
In Dutch general practice, patient satisfaction surveys are performed less often than in 
the United Kingdom and validated instruments are lacking. In the United Kingdom a 
number of instruments have been developed. For example Baker [5,6], whose instruments 
(CSQ, SSQ) have been thorougly validated and are most widely used [7], distinguished 
nine dimensions: 'general satisfaction', 'professional care', 'depth of relationship', 
'perceived time', 'continuity', 'access', 'medical care', 'premises' and 'availability'. 
Limitations of these instruments, however, are that the selection of aspects of care was not 
based on a theoretical framework of the dimensions of general practice care, and that 
patients' expectations of care were not systematically involved. 
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We performed a study that focused on chronically ill patients' judgements of general 
practice care. These patients have specific needs and demands, which are partly different 
from patients with acute diseases. In addition, they are probably best able to assess the 
quality of care, since they usually have many experiences with health care. The care for 
chronically ill patients is a large and increasing part of the work load of the general 
practitioner [8]. In our study we developed a new method for documenting chronically ill 
patients' judgements of the quality of general practice care, called the CEP: Chronic 
patients Evaluate general Practice care. In this article we report on a study that aimed at 
answering the following research questions: 
Which theoretical and empirical dimensions can be distinguished in patients' 
judgements on general practice care? 
- To what extent do patients' judgements differ between general practitioners and 
patient categories, so that they can be relevant for assessing and improving the quality 
of care? 
Method 
To answer the research questions surveys were performed by general practitioners among 
chronically ill patients in their practice. 
SUBJECTS AND DATA-COLLECTION PROCEDURES 
Twenty-eight general practitioners (GPs) spread over the Netherlands performed a patient 
survey among chronically ill patients in their practices. Most of these general practitioners 
(21) worked in cities, while the nature of the practice varied: seven GPs worked a solo 
practice, nine in a two doctor practice and 12 in a group practice. The study population 
consisted of patients having one or more of the following diseases: COPD or asthma, 
diabetes mellitus, chronic diseases of the locomotor system, cardiovascular diseases and 
migraine. Most general practitioners (25) handed out a written questionnaire to 50 
patients who consecutively visited the practice. The remaining three general practitioners 
sampled 60 patients from the computerized patient register and mailed a questionnaire 
after the list of names had been checked by the general practitioner for sampling errors 
and for important medical or social contra-indications (severe illness, psychiatric 
distress). 
A total of 1210 questionnaires were actually given or sent to the patients. This sample 
can be characterized as a probability sample, so the results are generalizable to the 
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population of chronically ill patients. Patients completed the questionnaire at home and 
sent it to the Department of General Practice and Social Medicine of the University of 
Nijmegen. The general practitioners received a report including a summary of the results 
in their practice. 
MEASUREMENT INSTRUMENT 
The CEP was developed in a series of studies, providing triangulation of research 
methods. First, a consensus study was performed for the selection of indicators [9]. This 
study consisted of focusgroup interviews and written surveys in a panel of 34 chronically 
ill patients and 20 general practitioners. Using the results of this study a draft-question-
naire was developed. Secondly, patient surveys in 15 general practices were conducted, 
covering 950 patients, in order to select items that showed a good discrimination and a 
high item-response. An improved questionnaire was developed and pretested in 
interviews with 12 patients. Thirdly, the final selection of indicators was authorized by a 
working group of the Dutch College of General Practitioners and a working group of the 
Association of Organizations for the Chronically 111. This led to some changes in the final 
questionnaire that was used in this study. 
The questionnaire is based on a taxonomy of 18 aspects of general practice care that 
were derived from a list of the Medical Research Organization [10]. These 18 aspects 
were organized in five dimensions: 'availability and accessibility', 'organization and 
cooperation', 'medical care', 'relation and communication' and 'information and support' 
(figure 1). For most aspects (called subdimensions from now on), patients answered on a 
6-point scale, ranging from 'poor', 'doubtful', 'fair', 'more than fair', 'good' and 'very good'. 
For one subdimension ('competence/accuracy') we sought the 'need for more care' using a 
3-point answering scale: 'yes, please', 'does not matter', 'no, rather not'. For another 
subdimension ('privacy') we asked about actual experiences, using 'yes/no' items. In all 
items, patients also had the possibility to indicate 'don't know/not applicable'. 
For this study the questionnaire contained a number of additional questions 
concerning patient features: age, sex, marital status, education (eight categories), health 
care insurance (collective/private), frequency of visits to the general practitioners and the 
medical specialist, chronic diseases and health status (six WONCA/COOP charts 
[11,12]). 
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DATA ANALYSIS 
The variation of patients'judgements across different dimensions of care was analysed by 
means of principal factor analyses, extracting factors with an eigenvalue of 1 or larger. 
We followed a bottom-up approach: first, analyses for each subdimension of care were 
performed; next, analyses for each dimension; finally, analyses for all dimensions, using 
scales per subdimension as variables. For the second and third step missing values were 
substituted by means of linear regression on the best predictor within the relevant 
subdimension of care. Since in all analyses factors correlated 0.30 or higher, the oblique 
solution was interpreted (pattern matrix). The internal consistency of the subdimensions 
'competence/accuracy' and 'privacy' was established by means of Likert analysis, but 
these subdimensions were excluded from steps 2 and 3 in the analysis. 
The variation of patients'judgements between general practitioners was visualized by 
means of histograms. For this purpose scales per dimension were constructed, indicating 
the percentage of the items within the relevant dimension that the patient used the most 
positive answering categories ('good' or 'very good'), except for the 'need for more care' 
where we used the percentage of items for which 'yes, please' was used. The histograms 
show the mean scores per general practitioner, based on the evaluations of his or her 
patients (including all respondents in the calculations). Next the variation in patients' 
judgements of care was analysed by means of stepwise regression analysis. For this 
analysis, the scales per dimension were used as dependent variables (using the original -
nondichotomized- items). Three regression analyses were performed: ( 1 ) a model with the 
patient characteristics as predictors; (2) a model with 'general practitioners' as predictors, 
using 'dummy variables' for each general practitioner; (3) a combined model that included 
model (1) and (2). 
Results 
SAMPLE 
In total 762 questionnaires were received, a response rate of 63%. Table 1 provides an 
overview of the patient characteristics. Women comprised 59% of all patients and 90% of 
all patients were older than 40 years, compared to 43% of the Dutch population. The 
chronic diseases that were most often reported were hypertension (44%), arthrosis of the 
knee, hip or hand (33%), asthma or COPD (19%) and diabetes mellitus (15%). These 
diseases are all among the 10 chronic diseases that are most often seen in general practice 
[8]. In the previous two months the patients had seen the general practitioners 2.4 times 
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and the medical specialist 1.6 times. As could be expected, this sample of chronically ill 
patients was, compared to the general population, older, more often married or widowed 
and less highly educated. 
Table 1: Patient characteristics (n=762; percentages) 
Sample Reference numbers (7) 
Sex female 59 4 50 6 
Age 
Marital status 
Highest education 
Number of times seeing the 
general practitioner in the 
last 2 months 
Health insurance 
Number of times seeing a 
medical specialist in the 
last 2 months 
Self-reported chronic 
diseases 
(combinations possible) 
0-19 years 
20-39 years 
40-64 years 
65-79 years 
80+ years 
married 
divorced 
widow/widower 
unmarried 
basic/primary education 
lower secondary education 
higher secondary education 
higher education 
other 
mean number of times 
(range) 
collective 
private 
mean number of times 
(range) 
asthma,chronic bronchitis,COPD 
serious heart disease or infarct 
hypertension 
(consequences) of stroke 
diabetes mellitus 
chronical back pain or hernia 
arthrosis of knees, hips or hands 
arthritis of hands or feet 
other chronic rheumatic complaints 
migraine 
other diseases 
0 8 
88 
38 2 
42 5 
96 
63 8 
64 
195 
103 
28 7 
41 0 
122 
67 
11 5 
2 35 
(0-20) 
77 3 
22 7 
I 60 
(0-11) 
193 
11 5 
43 6 
3 9 
14 7 
165 
33 2 
11 3 
54 
6 8 
37 0 
24 6 
32 9 
29 5 
100 
30 
46 3 
44 
57 
43 5 
17 1 
28 1 
37 5 
170 
0 1 
-
-
-
65 
2 1 
75 
0 6 
1 8 
75 
76 
25 
07 
55 
-
Reference numbers are from the Dutch National Census Office (CBS) referring to the year 1993 
DIMENSIONS 
From the 18 subdimensions of care 17 proved to be internally consistent (Cronbach's 
alpha was 0.72 or higher or Pearson correlations were 0.60 or higher). The exception was 
'privacy', which was not internal consistent (Cronbach's alpha was 0.31). Two out of the 
five dimensions proved to be internally consistent: 'relation and communication' and 
'medical care'. The other dimensions contained more than one factor. The dimension 
'availability and accessibility' contained the factors 'organization of appointments' and 
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'availability for emergencies'. The dimension 'organization and cooperation' contained 
three factors: 'premises', 'continuity' and 'cooperation'. Finally, the dimension 'information 
and support' contained two separate factors: 'information' and 'support' (see also 
supplement 1). 
Using these factors to define new dimensions, the revised taxonomy contained nine 
dimensions. The internal consistency of these nine dimensions proved to be high (table 2). 
Factor analyses on all subdimensions of care showed two correlated factors (r=0.68), 
which can be called 'organization' and 'working style' (figure 1). Table 2 shows that 
patients' judgements differed between the nine dimensions of general practice care. 
Patients were most critical about the 'availability for emergencies' (8.9% of the patients 
felt that this was 'poor'), 'support' (8.3%) and the 'cooperation between care providers' 
(7.7%). So patients'judgements vary across different dimensions of general practice care, 
but the judgements are correlated as well. 
Figure 1: Taxonomy of dimensions of general practice care 
Theoretical Theoretical and internally Empirical Empirical meta-dimensions 
dimensions consistent subdimensions dimensions 
Availability and 
accessibility 
Organization 
and cooperation 
Medical care 
Relation and 
communication 
Information and 
support 
Appointments (7) 
Telephone consultalions (2) 
Availability for emergencies (3) 
Premises (1) 
Continuity (4) 
Cooperation (4) 
Effectiveness (3) 
Burden (3) 
Competence/accuracy (3) * 
Humaneness (2) 
Exploring patients' needs (3) 
Involvement in decisions (3) 
1 ime for care (2) 
Privacy (3) * 
Informativeness (3) 
Stimulating self-help (3) 
Counselling (3) 
Supporting patients' relatives (3) 
Organization of 
appointments (9) 
Availability for 
emergencies (3) 
Premises (3) 
Continuity (4) 
Cooperation (4) 
Medical care (6) 
-
Relation and 
communication (10) 
-
Information and 
advice (6) 
Support (6) 
Organization 
Working style 
The numbers between brackets indicate the number of questions that were used 
* Excluded Irom the analyses per dimension because different type of questions was used (see text) 
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Table 2: Patients' judgements of general practice care (n=762) 
Dimensions 
Organization of appointments 
Availability for emergencies 
Premises 
Continuity 
Cooperation 
Medical care 
Relation and communication 
Information and advice 
Support 
Need for more care (#)(3) 
Percentages(*] 
Poor 
1.0 
8.9 
7.2 
2.3 
7.7 
2.0 
2.6 
2.0 
8.3 
yes 
24.0 
Fair 
34.3 
35.3 
44.2 
33.9 
36.6 
35.4 
34 4 
36 0 
39 1 
no 
76 0 
Good 
64.7 
55 8 
48.7 
63.9 
55 7 
62.6 
62.9 
62 0 
52.6 
-
Alpha 
0 89 
0 85 
0.72 
0.84 
0.87 
0.93 
0 94 
0 93 
0.96 
0.85 
(*) Scale scores were categorized' l-2.49=poor. 2 5-4.49=fair. 4 5-6=good 
(#) Answering categories were recoded: 1-ycs. please', 2='does not matter/no, rather not', scale scores were dichotomized: 1-
1.49=yes, l.5-2.0=no. 
VARIATION BETWEEN GENERAL PRACTITIONERS AND PATIENTS 
Figure 2 shows the variation of patients' evaluations of care across the general 
practitioners. Note that all respondents were included in the calculations for this figure 
(contrary to table 2 which is based on respondents who provided evaluations of the 
specific dimension). Obviously a wide variation in mean scores per general practitioner 
was found for all dimensions (see also supplement 2). For example, the percentage of 
patients with very positive evaluations of the 'organization of appointments' varied from 
40 to 78 percent, and for the evaluation of the premises this percentage varied from 26 to 
83. 
Figure 2: Variation between general practitioners (n=28) 
• 
Availability for emergencies 
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\ 
Premises 
.•rifflflHI 
• Й Л И И П Ш Ш 
НІІІІІІПНІНДПІ 
ril I 
Relation and communication 
ril 1 Í 
Information and advice 
•1 1 1 1 
Support 
» 
-
Need for more care 
Percentage of patients who used the most positive answering categories 
except for 'need for more care', where percentage of patients who expressed a need was indicated 
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The regression analyses of patients' evaluations per dimension of care showed that 
particularly older patients and patients with a better overall health status proved to have 
more positive judgements on almost all dimensions of general practice care (supplement 
3). The patient characteristics explained 2 to 10% of the variation. On all dimensions 
some general practitioners were assessed differently by the chronically ill patients 
compared to the other general practitioners (3 to 10 general practitioners for the different 
dimensions). The differences between general practitioners explained 3 to 10% of the 
variation. Finally, the combined model showed that a number of differences between 
general practitioners remained significant. The combination of patient characteristics and 
general practitioners explained between 7 and 13% of the variation. 
Discussion 
Health care should be guided by scientific evidence as much as possible, but patient-
specific considerations are relevant in almost all clinical situations as well [13]. In these 
situations health care should be responsive to patients' needs and wants, as well as to 
professional standards and to management considerations. This study showed that in their 
evaluations patients with chronic illness distinguish between different dimensions of 
general practice care. While their judgements tended to be positive, there was consi-
derable variation between moderately positive and extremely positive across the different 
aspects of care and different general practitioners. Particularly this variation can stimulate 
the reflection and discussion on practice routines. 
For eliciting patients' perspectives, patient surveys are used increasingly in many 
countries. Relevant feedback from patients can only be achieved if valid and reliable 
methods are available, which can provide 'evidence-based' insight into patients' views on 
health care. In the area of patient satisfaction research many conceptual and 
methodological questions are yet unsolved. It is difficult to assume that patients' 
evaluations of care indicate the extent to which patients' expectations are met, so the 
question arises which standards can be used in the interpretation of patients'judgements 
of care. We explored the variation in patients' judgements of general practice care, 
because particularly this variation can provide good reference points for the 
interpretation. 
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The study showed that patients with chronic diseases distinguished between different 
dimensions of care, especially for the dimensions of the organization of care. This result 
supports the multidimensional approach of patients'judgements [14]. Our study provides 
a further refinement of the dimensions suggested by Baker [5,6], while we used a 
systematic approach and qualitative research. Although the overall satisfaction might be 
interesting for some purposes, the detailed judgements of patients provide more concrete 
suggestions for changing and improving care. Our experience is that many general 
practitioners are most interested in the separate questions and dimensions, not in an 
overall satisfaction rating. So a multidimensional assessment of patients'judgements of 
care fits best with the needs of general practitioners. 
Patients'judgements varied systematically between general practitioners, suggesting 
that patients'judgements are related to actual variation in care delivery. However, only a 
small proportion of variation in patients'judgements could be explained. A more detailed 
documentation of this variation could explain more of patients' judgements, since 
obviously care delivery varies from patient to patient within the same general practitioner. 
It was not possible to identify a particular group of patients with less positive evaluations, 
although patients' age and health status influenced the judgements, which is consistent 
with other studies [15]. Actually, there proved to be considerable variation between 
individual patients: one patient may have very positive judgements, whereas another 
patient is less positive. It is important to take an individualized approach too, in addition 
to the comparisons between practices and practitioners. 
A survey on patients'judgements of care provides feedback on practice routines and 
can signal possible quality problems. In many situations, a more detailed analysis of these 
possible problems will be needed before activities aimed at improving the care can be 
undertaken. Unfortunately, at present the determinants of patients'judgements of care are 
poorly understood. The main aim of a patient survey is probably to raise consciousness of 
possible problems and to stimulate the reflection on practice routines. This may lead to 
specific changes in the actual routines, or in the communication to patients about the 
rationale of these routines. It takes not only a positive attitude, but also a critical and 
creative mind to make medical care more patient-centred. 
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Factoranalysis on all dimensions, using scales per subdimension as variables 
Theoretical and internally 
consistent subdimensions 
Appointments 
Telephone consultations 
Availability for emergencies 
Premises 
Continuity 
Cooperation 
Effectiveness 
Burden 
Humaneness 
Exploring patients' needs 
Involvement in decisions 
Time for care 
lnformativeness 
Stimulating self-help 
Counselling 
Supporting patients' relatives 
Empirical meta-
dimensions 
Organization 
Working style 
Factorloading on the 
meta-dimension 
85 
73 
57 
57 
81 
80 
89 
83 
86 
89 
82 
76 
88 
82 
86 
80 
Variance explained 
65 5% 
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Supplement 2: Dimensions and indicators in the CEP 
Dimension 
Organization of 
appointments 
Availability for 
emergencies 
Premises 
Continuity 
Cooperation 
Medical 
care 
Relation 
and com-
munication 
Information and 
advice 
Indicators 
- clarity of information about practice organization 
- telephone accebsibilily for making an appointment 
- possibilities for getting an appointment quickly 
- convenience ol consultation hours 
- helpfulness ol practice assistent in making convenient appointment 
- correctness of practice assistant 
- acceptability of the wailing at the latest visit 
- convenience of hours for telephone consultation 
- accessibility of the general practitioner for telephone consultations 
- telephone accessibility during day time for emergencies 
- telephone accessibility during nights and weekends for 
emergencies 
- locum doctor helps quickly during nights/weekends in emergencies 
- accessibility of the practice for disabled persons 
- convenience of the chairs in the waiting room 
- decoration of the waiting room 
- possibilities for seeing the same general practitioner at each visit 
- GP knows which symptoms have been discussed before 
- patient is asked to come back regularly for monitoring 
- the assistant who is involved in care, knows about the treatment 
- information from the GP is congruent to the information from the 
medical specialist 
- GP knows what the physiotherapists' treatment is 
- GP keeps contact when the patient is in hospital 
- GP knows that the patient gets home care 
- GP tries to reduce symptoms 
- GPs' treatment helps to reduce physical complaints 
- GPs' treatment helps to feel better for a longer period of time 
- GP performs no more tests than necessary 
- GP prescribes no more medicines than necessary 
- GP provides advice that can actually be implemented 
- GP helps to clarify symptoms 
- GP shows to understand what the patient tells 
- GP shows personal interest 
- GP knows about patients home and work/school situation 
- GP involves the patient in looking for an explanation of symptoms 
- GP asks for permission before tests are being done 
- GP discusses treatment options with the patient 
- patient chooses which treatment is given 
- GP takes enough time for talking 
- GP lakes time for physical or laboratory examinations 
- GP gives the opportunity to ask questions 
- GP tells clearly what s/he is up to 
- GP gives understandable explanation of the treatment 
- GP convinced the patient of the importance of taking medicines 
- GP convinced the patient of following advices 
- patient knows enough to manage at home 
Item-
res-
ponse 
97 
99 
97 
95 
97 
98 
95 
75 
71 
61 
58 
53 
77 
98 
98 
98 
97 
89 
61 
71 
47 
55 
21 
94 
95 
90 
89 
92 
90 
95 
97 
97 
82 
88 
85 
92 
72 
98 
91 
98 
96 
95 
90 
93 
86 
Percentage good/very 
good(*) 
Mean 
65 
67 
61 
79 
76 
80 
65 
71 
60 
68 
54 
57 
50 
58 
64 
71 
77 
66 
68 
65 
61 
60 
67 
64 
64 
60 
68 
72 
64 
74 
76 
72 
60 
63 
70 
72 
61 
59 
59 
56 
64 
69 
65 
67 
62 
I owest 
per GP 
44 
27 
47 
59 
59 
50 
40 
57 
28 
25 
26 
0 
23 
33 
35 
50 
54 
44 
47 
46 
39 
30 
33 
43 
45 
45 
50 
50 
49 
59 
60 
50 
41 
41 
50 
53 
39 
40 
37 
33 
41 
48 
46 
44 
40 
Highest 
perGP 
86 
88 
81 
91 
98 
95 
100 
93 
90 
91 
86 
100 
77 
84 
86 
92 
100 
87 
100 
91 
100 
86 
100 
87 
87 
81 
87 
87 
83 
94 
93 
89 
90 
84 
84 
87 
90 
79 
77 
82 
81 
88 
87 
86 
93 
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Support - GP reassures the patient with regard to s>mptoms 
- GP helps to deal with the disease 
- GP has attention for the consequences of the disease in daily life 
- GP provides support to patients' relatives 
- GP involves patients' relatives in treatments 
- GP informs patients' relatives about the treatment 
93 
79 
77 
60 
54 
57 
56 
56 
54 
61 
55 
54 
37 
30 
23 
33 
0 
25 
77 
81 
80 
88 
85 
75 
Need for more 
care 
- more tests performed 
- looking for better therapy 
- referral to medical specialist 
Item-
res­
ponse 
85 
81 
78 
Percentage'yes" (*) 
Mean 
26 
25 
23 
Lowest 
perGP 
0 
0 
0 
Highest 
perGP 
41 
48 
40 
Privacy - hear in the waiting room what is said at the reception 
- hear in the waiting room what is said in the consultation room 
- heard or read confidential information of other patients 
Item-
res­
ponse 
94 
97 
97 
Percentage 'yes" (*) 
Mean 
29 
4 
4 
Lowest 
perGP 
0 
0 
0 
Highest 
perGP 
50 
14 
11 
(*) For the calculations the general practitioners in the lowest or highest percentile of general practitioners ("outliers") were excluded 
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Supplement 3: Variation in patients judgements across patient categories and general practitioners (n=762) 
Organization of 
appointments 
Availability for 
emergencies 
Premises 
Continuity 
Cooperation 
Medical care 
Relation and 
communication 
Information and 
advice 
Support 
No need for more 
care 
Patient characteristics (1) 
R3 Predictors 
6% age= 22 
ohl= 15 
ins=- 12 
freq= 09 
5% age= 18 
ohl= 17 
2% age =16 
3% age=15 
ohl= 14 
4% mhl= 17 
age= 12 
7% age= 22 
ohl= 16 
ncd=- 11 
5% age= 19 
ohl= 15 
5% age= 16 
ohl= 16 
edu= 10 
10% age=22 
ohl= 19 
mhl= 10 
9% age= 19 
mhl= 20 
ncd=- 14 
edu= 10 
female= 09 
General practitioners (2) 
R¡ Predictors 
7% GP 9 
4% GP 4 
10% GP 10 
3% GP 3 
4% GP 5 
7% GP 7 
6% GP 6 
6% GP 6 
3% GP 3 
6% GP 4 
Patient characteristics and 
general practitioners (3) 
R2 Predictors 
13% age=20 
ohl= 13 
ins=- 12 
freq= 10 
GP3 
10% age=20 
ohl= 16 
GP2 
12% age=13 
ins=- 09 
GP6 
4% age=15 
ohl= 13 
GP2 
7% age=15 
ohl= 13 
GP2 
10% age=20 
ohi- 15 
ncd=-10 
GP4 
9% agc= 18 
ohi- 15 
GP3 
7% age= 16 
ohl= 17 
edu= 09 
GP2 
13% age=22 
ohl= 19 
mhl= 10 
GP4 
13% age=20 
mhl= 20 
ncd=- 15 
edu= 10 
female= 11 
GP 2 
Legend 
age (number of years) 
female (0=no,male, l=yes) 
edu=education (l=lowesl, 8=highest) 
ins=insurance (l=colleclive, 2=pnvate) 
freq=number of visits lo the GP in the last two months 
ncd=number of (self-report) chronic diseases 
ohl=overall health status ( 1 =worst, 5=best)(fl) 
mhl=emotional health status (l=worst,5=best)(#) 
GP number of the GP that showed significant difference with the reference GP 
Other variables in the analysis sex, marital status, number of visits to the medical specialist, physical fitness, daily functioning (#), 
social functioning (#), change in health status (#) 
# 5 categories, reversed order in the analysis compared to the COOP/WONCA charts 

Chapter 7. Does the health status of chronically ill patients predict 
their judgements of the quality of general practice care? 
Submitted for publication as: Wensing M, Grol R, Van Weel С, Asberg J, Van Montfort 
P, Felling A. Does the health status of chronically ill patients predict their judgements of 
the quality of general practice care? 
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Abstract 
Objectives - To determine whether health status predicts patients' judgements of the 
quality of general practice care. 
Design - Hand-distributed and mailed surveys by 28 general practitioners in the 
Netherlands. 
Subjects - 762 chronically ill patients, approached when visiting the general practice or 
drawn from the practice registers. 
Main measures - Health status was measured by the WONCA/COOP charts, patients' 
judgements by the CEP, a previously validated questionnaire. 
Results - The response rate was 63%. When controlled for other patient characteristics, a 
poor overall health predicted less positive judgements of medical care, information, 
counselling, relation and communication, continuity of care, and the organization of 
appointments (p<.01). Poor mental well-being predicted less positive judgements of the 
cooperation between care providers and a stronger need for more care (p<.001). The four 
other aspects of the health status did not predict patients'judgements. Judgements about 
the premises and the availability for emergencies were not predicted by the health status. 
Conclusions - Health status, particularly emotional status, is related to the patients' 
judgement of the quality of care. A multidimensional approach to the relations between 
patients' health status and their judgements of the quality of general practice care is 
needed. 
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Introduction 
It is claimed that patients' views should be sought in order to improve the responsiveness 
of health care to patients' needs, for example in the Patients' Charter (1). In this context it 
is important to know which factors play a role in determining whether a patients' 
judgement of the medical care received is positive or negative, so that changes can focus 
on these factors. Health status may be one of the factors, since patients in better health 
usually seem more satisfied with their health care (2-22). Different explanations have 
been proposed for this relation (2). Poorer health may colour one's attitude towards 
medical care negatively, or physicians may respond less positively to patients with poor 
health resulting in lower satisfaction. The opposite effect has also been suggested: more 
satisfied patients recall more of the doctor's advice and show better compliance with 
treatments, resulting in better health status. However, the latter effect was not confirmed 
in a longitudinal study (2), suggesting that health status is probably a determinant of 
satisfaction with health care but not vice versa. 
In a systematic literature search, comprising Medline searches and manual searches in 
20 journals from 1980 up to 1994, we found 21 studies that reported on the relationships 
between subjective health status and satisfaction with health care (2-22). In most studies 
a global rather than a detailled measure of the patient evaluation of care was used, 
although most authors agree that patient satisfaction is a multidimensional construct (23). 
It is particularly important to use a detailled evaluation of care if patients'judgements are 
used to signal problems in the organization or processes of care delivery. The judgements 
should focus on specific aspects of care that are important for patients and can be changed 
by doctors (24). The relation between health status and judgements of care may vary 
across different aspects of care. For example, judgements of organizational aspects of 
care may be less dependent on health status than judgements of medical or interpersonal 
skills of the doctor. 
Furthermore, most studies focused on global health status and mental status, whereas 
other health status aspects were less often studied, such as problems in daily life or social 
activities. A multidimensional approach of the health status is also important, since the 
effect on patients'judgement of care may vary according to different aspects of the health 
status. A further limitation of many studies in this area is that relations were not 
controlled for other patient characteristics, such as age and sex. In addition, most of the 
studies were conducted in hospitals. It is unclear whether the results can be generalised to 
primary care, where many patients have less serious diseases and a better health status. 
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So, a study was undertaken to determine whether and to what extent patients' judgements 
of different aspects of general practice care are predicted by their subjective health status. 
Method 
SUBJECTS AND DATA-COLLECTION PROCEDURES 
Twenty-eight general practitioners from different areas in the Netherlands performed a 
patient survey among chronically ill patients in their practices. The study population 
consisted of patients with one or more of the following diseases: COPD or asthma, 
diabetes mellitus, chronic diseases of the locomotor system, cardiovascular diseases and 
migraine. Most general practitioners (25) handed out a written questionnaire to 50 
patients who consecutively visited the practice. The remaining 3 general practitioners 
sampled 60 patients from the computerised patient register and mailed a questionnaire, 
after the list of names had been checked by the general practitioner for sampling errors 
and for important medical or social contra-indications (severe illness, psychiatric 
distress). 
A total of 1210 questionnaires were actually given or sent to the patients. Patients 
completed the questionnaires at home and sent them to the Department of General 
Practice and Social Medicine of the University of Nijmegen. The general practitioners 
received a report including a summary of the results in their practice. 
VARIABLES AND MEASUREMENT 
Patients' judgements of general practice care were measured by the CEP, a previously 
validated instrument. This instrument was based on a consensus study with a panel of 
practitioners and patients (24) and on studies with patient surveys in fourteen general 
practices including 920 patients. The instrument focuses on a number of aspects of care, 
stratified in nine dimensions yielded by factor analyses. Most questions contained a six-
point answering scale ranging from 'poor', 'doubtful', 'fair', 'moderately good', 'good' to 
'very good'. For the aspect 'competence/accuracy' patients were asked about their needs 
for additional care; three answering categories were used: 'yes, I like to', 'it doesn't matter', 
'no, rather not'. Likert analysis on these (dichotomised) questions showed internal 
consistency, so we used these questions to form a new dimension. 
Health status was measured by the WONCA/COOP charts for 'physical fitness', 
'emotional well-being', 'daily work', social activities', 'change in health' and 'overall health' 
(25-26). Each chart contained one question, with a five-point answering scale. This 
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instrument is validated for use in primary care (26). The questionnaire also contained 
questions on age, sex, education, insurance, chronic diseases and the number of contacts 
with general practitioners and medical specialist in the last two months. 
ANALYSIS 
For the analysis we calculated the mean scores on the questions in each dimension for 
each patient. Linear regression analysis was used to determine whether different aspects 
of the patients' health status predicted their judgements of the quality of general practice 
care. First the aspects of health status were entered separately. Then the patient 
characteristics mentioned above and the other aspects of health status were entered in the 
analysis. 
Results 
The response rate was 63% (762/1210). Table 1 provides an overview of the patient 
characteristics. Almost 60% of the patients were women. Age showed some variation, but 
most patients were older than 40 years. Compared to the general population, the sample 
contained more subjects in the higher age groups. On average, the respondents had 
contacted the general practitioners 2.4 times and a medical specialist 1.6 times in the last 
two months. Of all patients who responded, 708 (92.9%) reported one or more chronic 
diseases. Most frequently reported conditions were hypertension and chronic diseases of 
the locomotor system. 
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Table 1: Patient characteristics (n=762; percentages where not stated otherwise) 
woman 
0-19 years 
20-39 years 
40-64 years 
65-79 years 
80+ years 
married 
divorced 
widow/widower 
unmarried 
basic/primary education 
lower secondary education 
higher secondary education 
higher education 
other 
mean 
(range) 
collective 
private 
mean 
(range) 
asthma, chronic bronchitis.COPD 
heart disease or infarct 
hypertension 
(consequences) of stroke 
diabetes mellitus 
chronic back pain or hemia 
arthrosis ol knees, hips or hands 
arthritis of hands or feet 
other chronic rheumatic complaints 
migraine 
other chronic diseases 
Sample 
59 4 
0 8 
88 
38 2 
42 5 
96 
63 8 
64 
195 
103 
28 7 
41 0 
122 
67 
11 5 
2 4 times 
(0-20) 
77 3 
22 7 
I 6 times 
(0-11) 
193 
11 5 
43 6 
39 
147 
165 
33 2 
11 3 
54 
6 8 
37 0 
Patients' judgements of the care were positive (table 2). For the different dimensions, 
between 48.8 and 62.9% of the patients felt that care was at least 'good'. Patients were 
most critical about the 'availability in case of emergencies' (8.9% of the patients felt that 
this was 'poor'), 'counselling' (8.3%) and the 'cooperation between care providers' (7.7%). 
For all dimensions a high internal consistency was established (Cronbach's alphas of 0.72 
or higher). 
Sex 
Age 
Marital status 
Highest education 
Number of times seeing the 
general practitioner in the last 2 
months 
Health insurance 
Number oftimes seeing a 
medical specialist in the last 2 
months 
Self-reported chronic diseases 
(comorbidity possible) 
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Table 2: Patients' judgements of general practice care (n=762) 
Dimensions 
(number of items between brackets) 
Organization of appointments (9) 
Availability for emergencies (3) 
Premises (3) 
Continuity (4) 
Cooperation (4) 
Medical care (6) 
Relation and communication (10) 
Information and advice (6) 
Support (6) 
Need for more care (H)(3) 
Percentages(*) 
Poor 
1 0 
8 9 
72 
23 
77 
20 
26 
2 0 
83 
-
Fair 
34 3 
35 3 
44 2 
33 9 
36 6 
35 4 
34 4 
36 0 
39 1 
-
Good 
64 7 
55 8 
48 7 
63 9 
55 7 
62 6 
62 9 
62 0 
52 6 
-
Cronbach's alpha 
0 89 
0 85 
0 72 
0 84 
0 87 
0 93 
0 94 
0 93 
0 96 
0 85 
(ti) Different answering scale 
Table 3 shows the health status. Of all patients 56.2% reported having a 'good', 'very 
good' or 'excellent' health. The remaining patients experienced a 'fair' or 'poor' health. Of 
all patients 36.1% could only perform 'light' or 'very light' physical activities; 15.2% 
experienced emotional problems; 18.2% had problems in daily life and 9.9% problems in 
social activities. A recent deterioration of health was reported by 12.5% of the patients. 
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Table 3: Patients' health status (n=762) 
very heavy 
heavy 
moderate 
light 
very light 
not at all 
slightly 
moderately 
quite a bit 
extremely 
no difficulty at all 
little bit ordifficulty 
some difficulty 
much difficulty 
could not do 
not at all 
slightly 
moderately 
quite a bit 
extremely 
much better 
a little better 
about the same 
a little worse 
much worse 
excellent 
very good 
good 
fair 
poor 
Percentages 
30 4 
153 
183 
192 
169 
36 1 
31 7 
169 
95 
57 
30 1 
27 7 
24 0 
139 
43 
50 5 
26 1 
13 5 
7 0 
29 
135 
29 0 
45 0 
102 
2 3 
88 
75 
39 9 
39 4 
44 
Table 4 provides a summary of the regression analysis results. Except for 'physical 
fitness', a poor health status predicted in most cases less positive judgements of the 
medical care, information, counselling, and relation and communication. However, when 
controlled for patient characteristics (including other aspects of health status), only poor 
overall health predicted less positive judgements of these aspects of care. The judgements 
were less positive for younger patients, those reporting more chronic diseases (only for 
medical care) and for those with lower educations (only for information). 
Physical fitness 
(hardest activity 
possible) 
Mental well-being 
(bothered by emotional problems) 
Daily work 
(problems doing daily activities) 
Social activities 
Change in health 
Overall health 
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Several aspects of health status (except 'physical fitness') predicted patients'judgements 
of the continuity of care and the cooperation between care providers. After controlling for 
other patient characteristics, only two effects remained. First, poor overall health 
predicted less positive judgements of continuity of care. Secondly, poor mental well-
being being predicted less positive judgements of the cooperation between care providers. 
Younger patients had less positive judgements of these aspects of care. 
Health status was less able to predict the judgements of the organization of appoint-
ments, the availability for emergencies and the premises. When controlled for other 
patient characteristics, the only effect was that poor overall health predicted less positive 
evaluations of the organization of appointments. Again, the judgements were less positive 
for younger patients. In addition, patients with sick fund insurance had more positive 
judgements of these aspects of care than patients with private insurance. 
Finally, poor health status predicted a stronger need for more care (except for physical 
fitness). After patient characteristics were controlled for, only the effect of mental well-
being remained significant. Younger patients, more highly educated patients and patients 
reporting few chronic diseases felt a stronger need for more care. 
Discussion 
This study showed that a differentiated view is needed for to understand well the relations 
between patients' health status and their judgements of the quality of general practice 
care. As was expected, the judgements of the organization of care were hardly predicted 
by health status. On the other hand, health status did predict the judgements of the 
different aspects of general practitioners' clinical behaviour and the continuity and 
cooperation between care providers. This result indicates that the influence of patients' 
health status on their judgements of care is particularly on those aspects that can actually 
influence the health status, it also suggests that patients distinguish between different 
dimensions of general practice care, supporting the multidimensional approach of 
patients' judgements. 
The health status is particularly important in the care for patients with chronic 
diseases, since by definition cure is not possible (27). The multivariate analysis showed 
that physical fitness, functioning in social and daily life and changes in health did not 
affect patients'judgements. It was particularly poor overall health that influenced patients' 
judgements. Probably this general feeling of misery is an overall attitude that colours 
patients' attitude to health care negatively. In addition, patients with emotional problems 
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had less positive judgements of the cooperation between care providers and a stronger 
need for more care. Although we have no further information about these patients, they 
might be those who tend to have a high consumption of health care, but who are difficult 
to satisfy: they are therefore difficult patients for doctors. 
The study confirmed the overall positive attitude of patients towards general practice 
care, but it provided a more detail led pattern at the same time. The variation of patients' 
judgements between patient categories, aspects of care and features of health care should 
be studied thoroughly if the goal is to find opportunities to improve the quality of health 
care. Many questions still await an answer. For example, do different patient categories 
express different judgements, so that case-mix adjustments are needed in patient 
satisfaction surveys? Which features of general practice care do influence patients' 
judgements? Insight into these features would be particularly helpful for doctors and 
managers who are involved in medical audit and quality assurance. 
The importance of patients' health status for the judgements of care should not be 
overestimated. Only a small proportion of the variation in patients' judgements of care 
(less than 10%) could be explained by patient characteristics. Nevertheless, improvement 
of overall health status and mental well-being of patients with chronic diseases contri-
butes to a more positive judgement of general practice care. 
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Abstract 
Background - Although the patient survey has become a popular method for learning 
about patients' views and experiences, little attention has been paid to the validity and 
feasibility of different survey methods. 
Objective - A study was undertaken to compare handing out written questionnaires to 
chronically ill patients who consecutively visited the general practice with mailing 
questionnaires to chronically ill patients who were sampled from the patient register. 
Methods - Patient surveys were performed in eight general practices in The Netherlands, 
applying both methods of administering the questionniare to patients in each practice 
(n=345). 
Results - The response rate was 63% in the mail survey and 72% in the hand-distributed 
survey. The sample composition was almost equal, except that patients in the hand-
distributed survey more often reported having 'a different chronic disease'. The item-
response for each aspect of care was similar in both methods of administration. Patients in 
the mail survey tended to use the extreme categories on the scale for certain aspects of 
care more often than patients in the hand-distributed survey, but the overall trend was not 
significant. 
Conclusion - The two methods provide similar results, but the hand-distributed survey 
has the advantage of the higher response rate. (Note) 
Note This conclusion was added compared lo the publication in Family Practice 
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Introduction 
Patients' views and experiences with regard of general practice care may provide 
important suggestions for the improvement of the quality of care. The patient survey has 
become a popular method for documenting patients' perspectives, but for many methods 
in this field the validity and feasibility has yet to be established. In particular, little 
attention has been paid to the consequences of the method of administration that is 
applied for the representativeness of the sample and the quality of the data. This article 
focuses on the value of different procedures for sampling and data collection for surveys 
among chronically ill patients in general practice. 
An analysis of 40 patient satisfaction studies in general practice care revealed a wide 
variety of survey methods applied [1]. In some studies a random sample from the general 
population was taken, while in other studies patients were sampled in general practices. 
Both written questionnaires and oral or telephone interviews were used. Sometimes 
patients were interviewed in the general practice, before or after their visit to the general 
practitioner (GP). In other cases they were given a written questionnaire to be filled in at 
home, or a questionnaire was sent by mail. Other authors reported a similar variation in 
methods for patient surveys [2]. 
Few studies have been performed in general practice comparing different survey 
methods. A notable exception is Bamford [3], who compared a mail survey in a random 
sample taken from the register of the Family Health Service Authority and a survey of 
consecutive visitors of five general practices. The response rates were 77 and 82% 
respectively. In the mail survey the non-response was analysed: non-respondents were 
often young, male and without a visit to the general practitioner in the last 6 months. In 
hospital care some comparative studies were conducted [4-7], but they do not provide 
clear recommendations. 
For the development of a valid and feasible instrument for patients' evaluations of 
general practice care we constituted a panel of 19 general practitioners and 34 chronically 
ill patients. The instrument can be used for documenting patients' evaluations, their 
positive or negative assessment of the care delivered, and for stimulating practitioners to 
improve the quality and outcomes of care where possible. Since we felt that the choice of 
the survey method may influence the implementation of the instrument in general 
practice, we asked this panel for their ideas about different survey methods. A majority on 
the panel felt that the best sampling method would be sampling chronically ill patients 
from a computerised patient register and that the best data-collection procedure would 
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consists of handing out a written questionnaire after their visit to the general practitioner 
to be completed at home. However, it is the combination of these procedures that is not 
practical at all. Much more feasible is sampling consecutive patients visiting the general 
practitioner, but it is not clear whether this provides a representative sample of 
chronically ill patients in the general practice. Less than half of the panel felt that this 
sampling procedure was acceptable. 
Another possibility is to send the questionnaire by mail instead of handing it out. This 
procedure was also acceptable to only half of the panel. This procedure lacks face-to-face 
contact, which might result in a lower response rate and a loss of representativeness. 
Besides, it is questionable whether people in such a sample can provide good evaluations 
of the quality of care, because they may lack recent experience with general practice care. 
Since the value of different survey methods was unclear, a study was conducted aimed 
at exploring the differences between handing out written questionnaires to chronically ill 
patients who consecutively visited the general practice and mailing questionnaires to 
chronically ill patients who were sampled from the patient register. 
Methods 
STUDY POPULATION 
Eight GPs used both the methods of administration among chronically ill patients in their 
practice population. All practices were situated in rural areas in the eastern part of The 
Netherlands. The study population consisted of all patients in the general practice having 
one or more of the following diseases: chronic obstructive pulmonary disease (COPD) 
and asthma, diabetes mellitus, chronic diseases of the locomotor system, cardiovascular 
diseases and migraine. Patients with important medical or social contra-indications 
(severe illness, psychiatric diseases) were excluded. Although these patients differ from 
each other in many ways, compared to other patients they have common characteristics 
with regard to the use of health care and the role of their disease in their life. 
For the first method the general practitioner or his assistant handed out a written 
questionnaire to 25 chronically ill patients who consecutively visited the general practice 
('hand-distribution procedure'). The GPs included patients in the survey on the basis of a 
list of the chronic diseases. For the second method 40 chronically ill patients were 
selected, because a higher non-response rate was expected. They were sampled from the 
computerized patient register (seven practices) or patient charts (one practice) by means 
of a systematic procedure and sent a questionnaire by mail ('mail survey'). In seven 
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practices patients were identified by means of the medication prescribed, while in the 
remaining practice diseases written on the patient charts were used. The list of names was 
checked by the GP in order to exclude patients without a chronic disease, as well as 
patients who were deemed to be incapable of co-operating (too young, too ill, serious 
psychiatric or mental problems). 
In total 520 chronically ill patients received a questionnaire from the eight GPs. 
Patients filled in the questionnaire at home and sent it to the university. The GPs received 
a report including a summary of the results in their practice. 
QUESTIONNAIRE 
Patients' evaluations of general practice care were measured with a previously validated 
instrument. This was based on a consensusstudy [8] of the panel of practitioners and 
patients, mentioned before, and patient surveys in six general practices including 249 
patients. The instrument focused on a wide variety of aspects of care, including three or 
four questions for each aspect. For 16 of these aspects patients were asked to evaluate 
items on a six-point scale: 'poor', 'fair', 'moderately good', 'good', 'very good', 'excellent'. 
For two aspects patients' needs for more care were asked, using three answering catego-
ries: 'yes, I like to', 'it doesn't matter', 'no, rather not'. All questions also contained a cate-
gory 'do not know/not applicable'. Cronbach's alpha per aspect varied from 0.54 to 0.94. 
The questionnaire also contained questions on the following patient characteristics: 
sex, age, marital status, highest education, health care insurance, membership of patient 
organization, the frequency of seeing the GP in last half year, treatment by the medical 
specialist, self-reported chronic diseases and functional health status. The functional 
health status was measured with the WONCA/COOP charts for 'physical fitness', 
'emotional condition', 'daily work', 'social activities', 'change in condition' and 'overall 
condition' [24]. Each chart containes one question, using a five-point answering scale. 
DATA-ANALYSIS 
For the analysis of the representativeness of the sample we considered the response rate 
and the composition of the sample for patient background characteristics. In order to 
determine whether the patients in both surveys provided comparable evaluations, the 
item-response and their evaluation of general practice care were studied. 
Response rate was defined as the percentage of questionnaires received at the 
university divided by the total number of questionnaires distributed. The patient 
background characteristics were mentioned before. To analyse item-response we 
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calculated for every aspect of care the mean percentage of item-response, which was the 
mean percentage of patients giving an answer on the questions for that aspect (excluding 
'do not know/not applicable' or a missing score). The evaluations of general practice care 
were determined by calculating for each aspect the mean percentage of patients using the 
extremes on the scale for answering the questions for that aspect ('poor' and 'fair' for 
evaluations, 'yes, I like to' for needs). 
The differences between both groups were statistically tested by means of a t-test, if 
appropriate, or Chi-square test, in other cases. In addition, in order to control for the effect 
of multiple comparisons [10], Hotellings' T2 was calculated for the differences in item-
response and evaluations by means of multivariate analysis of variance (MANOVA). 
P-values of 0.05 or less were considered to indicate significance. 
Results 
The mean response rate was 63% in the mail survey and 72% in the hand-distributed 
survey. 
In both the mail survey and the hand-distributed survey about 60% of the sample were 
female and in both samples the mean age was about 60 years (table 1). No differences 
between both groups were found on most background characteristics, including the 
functional status. Even the mean number of visits to the general practitioner in the last 
half year proved to be almost equal. The only difference was that in the hand-distributed 
sample significantly more patients indicated to have 'a different chronic disease' than in 
the mail survey sample. 
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Table I Characteristics of chronically ill patients in the mail survey and the hand-distributed survey (n=345) 
(percentages except where indicated otherwise) 
Mail survey (n=202) Hand-distributed survey 
(n=143) 
39 
61 
57 
4 
24 
49 
23 
8 
68 
3 
1 
19 
24 
28 
29 
11 
8 
75 
25 
37 
Sex 
Age 
Marital status 
Highest education 
Health care insurance 
Member patient 
organization 
Frequency of seeing the 
GP in last hair year 
Treatment by medical 
specialist 
Chronic disease (combi­
nations possible) 
Male 
Temale 
Mean (years) 
18-30 
31-50 
51-70 
>70 
Unmarried 
Married 
1 iving together 
Divorced 
Widow/widower 
None/prep school 
Lower education 
Medium education 
Higher education 
Different 
Collective 
Private 
Mean number of limes 
Diabetes 
COPD/ asthma 
43 
57 
60 
3 
18 
51 
28 
5 
71 
4 
3 
18 
32 
28 
23 
12 
6 
71 
29 
6 
3 
47 
15 
25 
Functional health status 
(mean on 5-pointscale, 
higher score indicates 
worse status) 
Myocardial infarction 
Stroke 
Hypertension 
Other cardiovascular 
Locomotor system 
Migraine 
Other chronic disease #* 
Physical fitness 
Tmotional condition 
Daily activities 
Social activities 
Change in condition 
Overall condition 
II 
6 
37 
22 
23 
7 
18 
2 87 
2 18 
2 13 
1 82 
2 69 
3 07 
46 
14 
18 
II 
3 
41 
15 
29 
6 
28 
2 85 
1 95 
2 24 
1 76 
2 65 
3 15 
* ρ < 0 05 (t-test or chi-square test) 
# This was one ol Ihe answering categories 
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However, there was a non-significant tendency for the mail survey to include more 
patients reporting COPD, asthma or cardiovascular diseases (other than myocardial 
infarction or stroke) and for the hand-distributed survey to include more patients reporting 
chronic diseases of the locomotor system. In the hand distributed sample 85% of the 
patients reported one or more of the selected chronic diseases, while 92% reported any 
chronic diseases (including the category of'other diseases'). These percentages were 87% 
and 93%, respectively, in the mail survey sample. 
Table 2 shows that in the mail survey the item-response was higher for 'availability for 
emergencies' and lower for 'premises' compared to the hand-distributed survey. Although 
there was a trend that the item-response in the mail survey was somewhat lower than in 
the hand-distributed survey, this trend was non-significant (Hotellings' T2 = 0.257). 
Table 2: Item-response in mail survey and in hand-distributed survey (n=345) 
(mean percentage of patients answering in each aspect of care) 
Waiting times 
Flexibility 
Availability for emergencies 
Physical accessibility 
Premises 
Continuity 
Cooperation 
rffectiveness 
Burden 
Competence/accuracy 
Humaneness 
Exploring patients' needs 
Involvement in decisions 
Time for care 
Informativeness 
Stimulating self-help 
Counselling 
Supporting patients' relatives 
Mail 
survey (n=202) 
95 
92 
56 
68 
94 
89 
45 
94 
81 
88 
92 
95 
89 
92 
96 
91 
87 
56 
Hand-
distributed 
survey 
(n=143) 
98 
94 
47 
64 
98 
93 
44 
95 
80 
87 
92 
97 
89 
94 
95 
87 
85 
48 
P-values 
univariate 
F-statistic 
0 15 
0 18 
0 05 
0 23 
001 
0 07 
0 72 
0 63 
0 69 
0 72 
0 99 
0 12 
0 99 
04] 
0.69 
0.18 
0 46 
0 09 
Hotellings1 I2 0 257 
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Table 3 shows that in the mail survey the extreme categories on the scale were used more 
often for questions on 'waiting times', 'flexibility', 'exploring patients' needs', 
'effectiveness' and 'informativeness'. There was a trend that in the mail survey the extreme 
categories were used more often than in the hand-distributed survey, but this trend over 
the whole questionnaire was not significant (Hotellings' T2=0.600). 
Table 3: Evaluations of general practice care in the mail survey and hand-distributed survey (n=345) 
(mean percentage of patients using the extreme categories in each aspect of care) 
Wailing times 
Flexibility 
Availability lor emergencies 
Physical accessibility 
Premises 
Continuity 
Cooperation 
Effectiveness 
Burden 
Competence/accuracy 
Humaneness 
Exploring patients' needs 
Involvement in decisions 
Time for care 
Informativeness 
Stimulating sell-help 
Counselling 
Supporting patients' relatives 
Hotellings' T2 
Mail 
survey 
(n=202) 
33 
24 
20 
26 
31 
17 
II 
18 
15 
18 
15 
17 
20 
11 
22 
15 
18 
14 
Hand-
distributed 
survey (n=143) 
24 
16 
14 
24 
28 
14 
9 
11 
10 
14 
11 
8 
14 
8 
13 
13 
14 
11 
P-values 
univariate 
F-statistic 
0 04 
0 03 
0 08 
0 55 
0 32 
0 42 
0 36 
0 02 
0 12 
0 26 
0 17 
0 02 
0 06 
0 22 
001 
0 42 
0 26 
0 32 
0 600 
Discussion 
In this study we compared two methods of administering a questionnaire to chronically ill 
patients in general practice. Few differences were found concerning the sample 
composition, the item-response and the evaluations of care. However, the response rate 
was 9% higher in the hand-distributed survey. From a practical point of view it can be 
concluded that the two methods of administration provide similar results, but that the 
hand-distributed survey has the advantage of the higher response rate. So fewer patients 
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have to be approached compared with the mail survey in order to achieve a given sample 
size. 
The higher response rate in the hand-distributed survey gives better guarantees for the 
representativeness of the patient sample [11]. Unfortunately, the accuracy of the 'hand-
distribution' by the general practitioners could not be checked and no information about 
the non-responders was available. In addition, the mail survey focused on patients 
registered with the GP, while the hand-distributed survey focused on patients visiting the 
GP. Nevertheless, few differences were found concerning the composition of the patient 
samples. So we did find no indications for a selection bias in the patient samples. 
The quality of the data is influenced by the capacities of the responders [11,12]. 
Patients should have enough experience with general practice care to understand and 
answer the questions, and they should feel attracted to one of the answering categories 
[13]. The high item-respons in both samples for most aspects of care suggests that 
patients in both surveys had had many experiences with the general practice. It is possible 
that both methods of administration particularly attracted patients who had had many 
experiences with the general practice. On the other hand, many patients with chronic 
diseases are often seen in a Dutch general practice. 
For specific aspects of care patients in the mail survey tended to be more critical than 
patients in the hand-distributed survey, although the overall tendency was non-significant. 
This result was striking, since the sample composition proved to be comparable in both 
surveys. The mail survey may provide more psychological distance from the general 
practice, enabling the patients to be more critical. It is also possible that the patients who 
are less positive about the care visit the GP less often, so that they are less likely to be 
included in the hand-distributed survey. 
Of course we only compared two methods of administration. Other methods may be 
valuable, such as computer-assisted telephone interviewing [14]. However, less than 10% 
of the panel, as mentioned before, felt that this method was acceptable. Furthermore, we 
did not use reminders in our study. It might be worthwhile to study the effect of a 
reminder procedure. It seems to be useful to conduct more comparative studies on survey 
methods, focusing on other methods of data-collection (questionnaire or interview) and 
other methods of administering the questionnaire to patients. 
The patient survey promises to be a valuable and feasible method for learning about 
patients' views and experiences. In particular surveys among chronically ill patients, who 
have often had many concrete experiences in health care, seem to practical. However, it is 
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important to move away from ad hoc methods and to develop survey methods and 
instruments that have proven their value. 
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Abstract 
Objectives - To estimate the number of questions and patients that are needed for 
achieving reliable measurements of patients'judgements of general practice care. 
Design - Sensitivity study, using generalisibility theory and real data from patient 
surveys. 
Subjects - 739 patients with chronic illness from 23 general practitioners in the 
Netherlands. 
Main measures - The reliability coefficients of scores per patient and scores per general 
practitioner for patients'judgements with regard to nine dimensions of general practice 
care. 
Results - For most dimensions the reliability per patient was 0.80 or higher if three 
questions were used, but for the evaluation of the 'organization of appointments' and 
'premises' five questions have to be used. For achieving a reliability coefficient of 0.80 
per general practitioner three questions and 90 patients, or five questions and 60 patients, 
are needed for most dimensions. Even more patients or questions are needed for the 
dimensions 'availability for emergencies', 'premises', and well as 'continuity'. A reliability 
of 0.70 per general practitioner can be achieved if three questions and 60 patients are 
used, except for 'availability for emergencies' and 'premises' where more patients or 
questions are required. 
Conclusions - Patient surveys can only provide reliable information if the samples of 
questions and patients were large enough. It is important to distinguish between the 
reliability of scores per patient and the reliability per care provider, as well as between 
different dimensions of care. The reliability per patient is good for most dimensions if 
three questions are used, but a good reliability per care providers requires more questions 
or patients. 
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Introduction 
Patient satisfaction research has been stimulated by the rise of medical audit and quality 
assurance in health care in the last decade. Patient surveys are regarded as an important 
means for involving patients' perspectives in the assessment and improvement of health 
care. In this context the results of the surveys are used to assess the quality of care 
delivered by a specific care provider or practice and to provide feedback to care providers 
who are supposed to change practice routines on behalf of this feedback. In such cases it 
is very important that patients' judgements of care have demonstrated validity and 
reliability. 
When the results of patient surveys are used in medical audit, feedback scores are 
usually aggregated scores that express features of care providers or practices. The 
opinions of individual patients, expressed as responses to a number of questions, are 
aggregated per care provider. Aggregated feedback scores, such as "the percentage of 
patients that are satisfied", are treated as characteristics of the care provider. So the care 
provider is seen as the object of measurement or unit of analysis, not the individual 
patient: the conclusions refer to care providers, not to patients. This implies that not the 
reliability of scores per patient is crucial here, but the reliability of the aggregated 
feedback scores [1,2]. The problem of the level of analysis has hardly been paid attention 
to in patient satisfaction research. An analysis of 40 patient satisfaction studies in primary 
care [3] showed that most studies reported the reliability of the answers of individual 
patients. Only in three studies the accuracy of aggregated scored was given, while in ten 
studies a reliability coefficient related to individual scores was given. In the remaining 27 
studies no information at all was given on the reliability or accuracy. 
The reliability of the aggregated feedback score depends on the number of questions 
in the questionnaire and on the number of patients that responded in the survey. The more 
questions and patients, the more reliable the measurement will be. The scientific adagium 
of parsimony requires that no more questions and patients are used than needed for 
achieving reliable measurements. On the other hand, too few questions or patients could 
lead to unreliable information. Unfortunately, insight into the number of questions and 
patients that are needed to achieve a reliable aggregated feedback score per care provider 
is limited. In a study on patient ratings of residents' humanistic qualities was found that 
for a reliability coefficient of 0.80 per resident 50 patients are needed who should each 
answer 50 questions [4]. A limitation was that these predictions were based on two 
patients per resident. 
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It is possible that reliability varies across different aspects of care that are evaluated by 
patients. For example, the evaluations of organizational aspects may have different 
reliability coefficients compared to the evaluations of interpersonal aspects of care. 
Furthermore, it is unknown to which extent the reliability of scores per patient and the 
reliability of the aggregated score will differ in reality. Therefore we performed this 
study, using real data from patient surveys as input in order to estimate and predict the 
reliability of both individual and aggregated scores for different numbers of questions and 
patients and for different aspects of care. 
Methods 
SUBJECTS AND DATA-COLLECTION PROCEDURES 
Twenty-eight general practitioners from different areas in the Netherlands performed a 
patient survey among chronically ill patients in their practices. The study population 
consisted of patients having one or more of the following diseases: COPD or asthma, 
diabetes mellitus, chronic diseases of the locomotor system, cardiovascular diseases and 
migraine. Most general practitioners (25) handed out a written questionnaire to 50 
patients who consecutively visited the practice. The remaining three general practitioners 
took a systematic sample of 60 patients from the computerised patient register and mailed 
a questionnaire after the list of names was checked by the general practitioner for 
sampling errors and for important medical or social contra-indications (severe illness, 
psychiatric distress). The sample can be characterised as a probability sample, so the 
results are generalisable to the population of chronically ill patients. 
A total of 1210 questionnaires were actually given or sent to the patients. Patients 
completed the questionnaire at home and sent it to the Department of General Practice 
and Social Medicine of the University of Nijmegen. The general practitioners received a 
report including a summary of the results in their practice. 
VARIABLES AND MEASUREMENT 
Patients'judgements of general practice care were measured by the CEP, Chronically ill 
patients Evaluate general Practice, a previously validated instrument. This instrument was 
based on a consensus study with a panel of practitioners and patients [5] and on studies 
with patient surveys in fourteen general practices including 920 patients [6]. The 
instrument focuses on a number of aspects of care, organised in nine dimensions which 
were found in statistical clustering [7]. Most questions contained a 6-point answering 
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scale ranging from 'poor', 'doubtful', 'fair', 'moderately good', 'good' to 'very good'. For 
some aspects different questions were used as well, but these questions are not used in 
this study. 
ANALYSIS 
For the estimation of reliability coefficients we used the generalisability theory, which is 
an extension of the classic test theory [8-10]. In this approach the variation in the scores is 
divided in 'true variation', which can be contributed to differences between the units of 
analysis, and 'error variation'. The proportion of 'true variation' relative to the total 
variation, a figure between 0 en 1, is the reliability coefficient. Reliability coefficients can 
be estimated for different hypothetical numbers of patients and questions, using real data 
as input for the projections. In these decision studies different sources of variation and 
their relations can be specified. 
For the analysis we used the computer program GENOVA [11], which requires a 
balanced data set. The number of patients was very small for some general practitioners. 
Therefore the 23 general practitioners were selected for which judgements of at least 15 
patients were available. If more than 15 patients were available, a random sample of 15 
was drawn. In this way a data-set of 345 patients from 23 general practitioners was 
extracted. For the dimensions 'availability for emergencies' and 'support' less than 15 
patients were available for some general practitioners. For these dimensions the 
estimations had to be based on eight and 14 patients, respectively, per general 
practitioner. For all analyses the original scores, expressed on the 6-point answering scale, 
were used. 
Next, for each dimension two approaches were taken in the estimation of reliability 
coefficients. In the first approach three sources of variation were distinguished: (1) 
differences between patients, (2) differences between questions, (3) differences between 
a combination of patients and questions, and error variation (which can not be 
distinguished from the patient by question interaction term). The reliability coefficient is 
the ratio between (1) and (1) and (3) in which (3) is divided by the sample size of the 
questions of interest. It can be seen as the expected mean correlation between the 
questions in a particular dimension, that would be found if measurements were infinitly 
repeated with different random samples of questions in that dimension. Since the 
systematic variation between questions (2) was not included, only relative differences 
between patients are referred to. The resulting coefficients are therefore comparable to the 
coefficient alpha. 
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In the second approach the reliability of aggregated scores is estimated, that is scores 
that are aggregated per general practitioner. In this approach it is acknowledged that 
patients "belong" to a specific general practitioner: they are "nested" within a general 
practitioner. The following sources of variation are distinguished: (1) differences between 
general practitioners, (2) differences between patients, that are nested within general 
practitioners, (2) differences between questions, (3) differences between the combination 
of general practitioners and questions, (4) differences between remaining combinations 
and error variation. The reliability coefficient of the aggregated score is the ratio of ( 1 ) 
and (1), (2), (4) and (5) with the latter components divided by the sample size of questions 
and patients when appropriate. It is the expected mean correlation between the scores per 
general practitioner, if measurements were infinitly repeated with different random 
samples of patients and questions for that dimension. Since the systematic differences 
between questions were excluded, the coefficient refers to relative differences between 
general practitioners. The technical details of the analysis have been explained in the box. 
In the interpretation we considered a reliability coefficient of 0.95 as very good, 0.80 as 
good and 0.70 as acceptable. 
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Box: Gencralisibility theory 
The reliability of scores from a measurement can be expressed as the consistency of the attained scores when the measurement 
is repealed Since repeatment is often difficult, in many situations one measurement is used to estimate the reliability B) 
splitting tests into parts multiple parallel parts are obtained which be used to assess the reliability from repeated 
measurements In the classical test theory and generahsabihty theory the reliability is the proportion of variation in scores that 
can be contributed to "true" differences between the units of analysis and not to irrelevant random effects ("error") or to other 
"fixed", factors Measurements should have at least interval level Two types of reliability coefficients are distinguished 
Relative coefficients indicate the extent to which units of analysis can be distinguished from each other Absolute coefficients 
indicate indicate the extent to which the position of the units of anal) sis in the universum of generalisation can be estimated 
Model 1: Patients as units of analysis 
We assumed that both patients and questions are random samples from larger populations ('random effects') No attention is 
paid to the fact that patients belong to a particular general practitioner that is that they arc nested within the general 
practitioner (note) This model is used for the calculation of a generahsabihty coefficient which is comparable to coefficient 
alpha 
Sources of variation 
Ρ patients 
I questions 
P*I,e interaction of patients and questions, error variation 
Relative reliability coejficient 
P/(P + (P*I,e/n,)) 
By replacing nL by other values than the actual sample size, projections of reliability coefficients arc obtained using different 
measurement conditions 
Model 2: General practitioners as units of analysis 
In this model patients are nested within general practitioners Patients and questions are regarded as random samples lor larger 
populations ('random eííeUs') 
Sources of variation 
Η general practitioners 
Ρ H patients nested within general practitioners 
I questions 
I*H interaction of questions and general practitioners 
I*P Η e interaction of questions and patients nested within general practitioners other interactions and error 
Relative reliability coefficient 
Η / (Η + (Ρ Η/π,,) + (I*P Н,с/п,п
р
)) 
Note 
It can be argued that a nested model should be specified for the reliability per patient for a valid comparison with the 
reliability per general practitioner, where a nested model was used However, estimations based on such a nested model gave 
similar results as model 1 (at maximum 0 01 difference in the estimation of reliability coefficients) 
Questions were considered as 'random effects', since for each aspect of care many alternative questions can be formulated 
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Results 
The total sample included 762 patients (response rate of 63%). After excluding the 
general practitioners with too few patients, 739 patients from 23 general practitioners 
were left. Of these patients 59% were women and the mean age was 62 years; 52% was 
65 year or older and only 10% was younger than 40 year. Most often reported chronic 
diseases were hypertension (44%), arthrosis of knee, hip or hand (33%), asthma of COPD 
(19%), diabetes mellitus (15%). On average the general practitioner was seen 2,4 times in 
the last two months. Most patients'judgements of the general practice care had positive 
evaluations of the care (table 1). 
Table 1: Patients' judgements of general practice care (n=739) 
Dimensions 
(number ol questions between 
brackets) Mean Standard 
deviation 
Percentages(*) 
Poor Fair Good 
Organization of appo inlments (9) 
Availability for emergencies 
Premises (3) 
Continuity (4) 
Cooperation (4) 
Medical care (6) 
(3) 
Relation and communication (10) 
Iniormation and advice (6) 
Support (6) 
4 7 
4 4 
4 3 
4 7 
4 4 
4 6 
4 7 
4 6 
4 3 
0 83 
1 25 
1 11 
1 00 
1 19 
0 99 
0 98 
1 01 
1 26 
23 
129 
109 
36 
9 7 
3 6 
34 
32 
11 8 
25 0 
25 7 
30 5 
22 6 
29 7 
28 2 
26 8 
28 9 
30 0 
72 7 
61 4 
58 6 
73 8 
60 6 
68 2 
69 8 
67 9 
58 2 
(*) The scores on the dimensions, expressed on the 6-point scale, were collapsed into three categories 
1-2 49='poor',2 5-4 49='fair'.4 5-6 ='good' 
Table 2 shows the reliability coefficients of the scores per patient that were estimated. If 
only one question is used, the reliability is acceptable for five out of the nine dimensions: 
'availability for emergencies', 'cooperation', 'medical care', 'information and advice', and 
'support'. The reliability was good for many dimensions if three questions were used. The 
exceptions were 'organization of appointments' and 'premises', where five questions are 
needed. A very good reliability five out of the nine dimensions if nine questions are used. 
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Table 2: Estimated reliability coefficients for scores per patient for different numbers of questions 
Organization of appointments 
Availability for emergencies (#) 
Premises 
Continuity 
Cooperation ($) 
Medical care 
Relation and communication 
Information and advice 
Support (ίΐ) 
N 
1 
0 48 
0 74 
0 43 
061 
0 70 
0 74 
0 64 
071 
0 83 
jmber of questions 
3 
0 73 
0 90 
0 69 
0 82 
0 87 
0 89 
0 84 
0 88 
0 94 
5 
0 82 
0 94 
0 79 
0 89 
0 92 
0 93 
0 90 
0 92 
0 96 
7 
0 87 
0 95 
0 84 
0 92 
0 94 
0 95 
0 93 
0 94 
0 97 
9 
0 89 
0 96 
0 87 
0 93 
0 95 
0 96 
0 94 
0 96 
0 98 
Projetions were based on 15 patients per GP except for #=based on sample of 8 per GP. S=based on sample ol 12 per GP. 
@=based on sample ol 14 per GP 
Table 3 shows the reliability coefficients of the scores per general practitioner. In general 
the reliability per general practitioner was lower, especially for smaller patient samples. 
For example, for 'availability for emergencies' the reliability was 0.90 per patient and 0.45 
per GP if three questions and 30 patients were used. If one question and 30 patients are 
used, the reliability was only acceptable for the dimensions 'medical care' and 
'information and advice'. If three questions and 30 patients are used, the reliability per GP 
was also acceptable for 'cooperation' and 'relation and communication'. The remaining 
five dimensions had coefficients below 0.70 ('organization of appointments' had a 
coefficient of 0.69). 
The general trend was that increases in the number of questions did not affect the 
reliability per GP very much, while increases in the number of patients had stronger 
effects. If three questions and 60 patients are used, the reliability per GP was acceptable 
for all dimensions except 'availability for emergencies and 'premises'. For achieving a 
reliability of 0.70 both dimensions require five questions and 'availability for 
emergencies' requires 90 respondents. 
The number of questions and patients needed for achieving a good reliability differs 
between the dimensions. For 'medical care' and 'information and advice' only three 
questions and 60 patients are needed. A choice can made between three questions and 90 
patients, or five questions and 60 patients for the dimensions 'organizations of 
appointments', 'cooperation', 'relation and communication', and 'support' (for some of 
these combinations the coefficients were 0.78 or 0.79). For the remaining dimensions 
even higher numbers are required for achieving a good reliability. For 'premises' nine 
questions and 90 patients are needed, while for 'continuity' seven questions and 90 
156 9 The reliability of patients' judgements 
patients are required. The reliability of the evaluations of the 'availability for emergencies' 
remained below 0.80, even if nine questions and 90 patients are used. 
So, three questions and 90 patients or five questions and 60 patients would provide 
good reliability for most dimensions. Finally, a very good reliability (a coefficient of at 
least 0.95) was not achieved for any dimension within the range of number of questions 
and patients that are analysed. 
Table J: Estimated reliability coefficients of scores per general practitioner for different numbers of questions and 
patients 
Organization of appointments 
Availability for emergencies (#) 
Premises 
Continuity 
Cooperation ($) 
Medical care 
Relation and communication 
Information and advice 
Support ((£/)) 
Number 
of 
patients 
30 
60 
90 
30 
60 
90 
30 
60 
90 
30 
60 
90 
30 
60 
90 
30 
60 
90 
30 
60 
90 
30 
60 
90 
30 
60 
90 
Number ofquestions 
1 3 5 7 9 
0 50 0 69 0 72 0 74 0 76 
0 57 0 75 0 80 0 83 0 84 
0 60 0 78 0 84 0 86 0 87 
0 36 0 45 0 47 0 48 0 48 
0 48 0 59 0 62 0 63 0 64 
0 53 0 66 0 70 0 71 0 72 
0 34 0 55 0 62 0 66 0 69 
0 39 0 62 0 70 0 74 0 77 
0 40 0 64 0 73 0 77 0 80 
0 45 0 56 0 59 0 61 0 61 
0 57 0 70 0 73 0 74 0 75 
0 63 0 76 0 79 0 81 0 81 
0 63 0 70 0 72 0 73 0 73 
0 75 0 82 0 83 0 83 0 84 
0 80 0 86 0 88 0 88 0 88 
0 71 0 75 0 76 0 76 0 77 
0 83 0 86 0 86 0 87 0 87 
0 88 0 90 0 90 0 91 0 91 
0 60 0 70 0 73 0 74 0 74 
0 71 0 81 0 83 0 84 0 85 
0 75 0 85 0 87 0 88 0 89 
0 73 0 77 0 78 0 79 0 79 
0 84 0 87 0 88 0 88 0 88 
0 89 0 91 0 92 0 92 0 92 
0 61 0 65 0 66 0 66 0 66 
0 75 0 78 0 79 0 79 0 80 
0 80 0 84 0 85 0 85 0 85 
Projections were based on 15 palienls per GP except for #=bascd on ьатріе of 8 per GP, $=based on sample of 12 per GP t 
@=based on sample of 14 per GP 
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Discussion 
The results of surveys of patients' judgements of care should be reliable, but no more 
measurements should be made than necessary in order to save resources. This study 
provided insight into the number of questions and patients needed to achieve reliable 
scores. It showed that a good reliability (0.80) of the aggregated score per care provider or 
practice can be achieved for most dimensions if three questions and 90 patients, or five 
questions and 60 patients, are used. For some dimensions, especially concerning the 
organization of care, more questions and patients are needed. 
This study focused on the reliability of the results of a patient survey. If patients' 
judgements of care are used for assessing the quality of care, the methods and procedures 
that are applied need to be feasible and acceptable as well. Sixty or 90 patients for each 
care provider or practice is quite a large number, particularly if the expected non-respons 
(20-40%) is considered as well. In many situations only smaller samples can be achieved. 
Nevertheless, it is important to realise that the consequence is a lower reliability, so there 
is a strong need to be cautious in the interpration of the results. 
The number of patients is far more relevant for achieving adequate reliability per care 
provider than the number of questions. Increasing the number of questions may result in 
a good reliability of scores per patient, but not necessarily in a good reliability of scores 
per care provider. Nevertheless, most authors report on the reliability of scores per 
patient, for example using Cronbach's alpha. In most cases high reliability coefficients are 
reported. This study showed that this provides no garuantee for a good reliability of the 
scores per care provider. 
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Chapter 10: Conclusions and discussion 
Health care providers can only improve their responsiveness to patients' needs if concrete 
methods are available for assessing patients' views on health care provision and for 
providing feedback to care providers on these views. This thesis focused on chronically ill 
patients' priorities and judgements concerning general practice care. It reported on the 
development of a new method, called CEP - Chronically ill patients Evaluate general 
Practice. In this final chapter general conclusions are formulated and discussed. 
Conclusions 
Two main conclusions can be formulated. 
VALIDITY, RELIABILITY AND FEASIBILITY 
The CEP comprises a written questionnaire, methods for sampling and data-collection, 
and a feedback report for the general practitioner. The validity of the instrument is based 
on a taxonomy of nine dimensions of general practice, that has been firmly based on 
theory, systematic literature reviews, qualitative research and patient surveys. The 
reliability of the scores per patient is good, but good reliability of the aggregated scores 
per general practitioner or practice requires a patient sample that is sufficiently large. 
Feasibility can guide the choice between distributing the questionnaire to patients who 
visit the general practice or mailing it to a sample from the patient register. 
PRIORITIES AND EVALUATIONS WITH REGARD TO GENERAL PRACTICE 
Many aspects of general practice are important for patients, but patients can probably not 
provide relevant evaluations for some aspects of general practice care. The CEP includes 
the following nine dimensions: 'organization of appointments', 'availability for 
emergencies', 'premises', 'continuity', 'cooperation', 'medical care', 'relation and 
communication', 'information and advice', and 'support'. While most patients have 
positive evaluations of general practice, there is a considerable variation between 'very 
positive' and 'moderately positive' for these dimensions between different patient 
categories and between patients from different general practitioners. Patients of younger 
age, lower education and poor health status had less positive evaluations of care. 
These main conclusions are elaborated below. 
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Aspects of general practice care 
If the patient perspective is sought, the instrument should focus on aspects of care which 
are important for patients. If the aim is to involve patients in the assessment and 
improvement of care, it is equally important that patients can provide relevant evaluations 
of the selected aspects of care. Insight into patients' evaluations of care is relevant if it 
helps general practitioners to assess and, where possible, improve their performance. 
Patients have hardly been involved in the selection of aspects of care that were included in 
the instruments for patient satisfaction or patient evaluation of care in the past. Several 
aspects, such as continuity and accessibility, were rarely included, althought these aspects 
might be important to patients. So it is not clear whether these instruments truly reflect the 
patients' perspective. 
Patients prioritize aspects of the relation and communication, the competence and 
accuracy of the doctor, the informativeness and specific aspects of the availability and the 
accessibility. In focus group interviews patients mentioned many specific aspects of care 
that are important. A large proportion of these aspects were also seen as important by 
general practitioners, although GPs provided a less detailed picture of the availability and 
accessibility. Patients felt that their evaluations were relevant for almost all aspects of 
care, but the general practitioners emphasized that patients cannot provide relevant 
judgements on specific aspects of care, such as competence, accuracy, or specific aspects 
of the organization of care. 
The patient surveys showed that it was possible to distinguish nine empirical 
dimensions in patients' judgements. These dimensions were mentioned above. Some of 
the dimensions contained several subdimensions, based on theory and qualitative 
research, but these subdimensions could not be distinguished empirically in the factor 
analyses. Nevertheless, the nine dimensions suggest that patients can provide a 
multidimensional evaluation of care. 
Patients with chronic illness 
Overall, patients with chronic illness and patients with acute illness did not differ in their 
evaluations of care. Nevertheless, specific aspects of care showed differences between the 
two patient categories. Patients with chronic illness tended to be more positive about 
general practice care than patients with acute illness, particularly concerning aspects of 
the practice organization such as 'waiting times', 'flexibility' and 'premises'. Patients with 
chronic illness provided more often an evaluation than patients with acute illness. This 
included a number of aspects, including 'burden', 'stimulating self-help', 'counselling', 
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'supporting patients' relatives', 'continuity' and 'cooperation'. This can be seen as support 
for the focus on patients with chronic illness. 
The evaluations on care, made by people with different (self-reported) chronic 
diseases, were largely similar, although a small number of consistent differences were 
found. Patients with (self-reported) migraine tended to have less positive evaluations than 
other patients with chronic illness, and patients with diabetes mellitus tended to have 
more positive evaluations. Although these differences should be kept in mind, it seems 
legitimize to combine the evaluations of patients with different (self-reported) chronic 
diseases. 
Concept 'evaluation' 
Different theories of patients' or consumers' satisfaction and perceived quality have been 
developed, but none of these theories are very well supported by empirical evidence. The 
processes that lead to the evaluations are probably heterogeneous. It is not possible to 
assume a straightforward and clear relation between patients' evaluations and the actual 
quality of care. The relation between patients' evaluations of care and the quality of care 
will be discussed later. 
This thesis included several analyses of the relations between patients' evaluations of 
care and other concepts that could guide further theory development. They showed that 
less positive judgements were predicted by younger age, lower education, poor overall 
health status and poor mental well-being. However, only a small proportion of the 
variation in patients' judgements could be explained by patient characteristics. These 
findings confirm that patients' evaluation of care is different from subjective health status, 
but probably linked in a conceptual framework. 
Methods and procedures 
Handing out questionnaires to patients who visited the general practitioners was 
compared with mailing questionnaires to patients who were drawn from patients' 
registers. It turned out that the response rate was higher in the handing-out procedure, 
while the sample composition, the item-response and patients'judgements of care were 
similar. From a practical point of view it can be concluded that, since both methods 
provide similar results, it may be the feasibility of the approach which determines which 
method to choose. 
Patients were highly consistent in their judgements of a particular aspect of care, at 
least at a particular point in time. The consequence is that it is not necessary to use many 
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questions forjudging a specific aspect of general practice: for many aspects three 
questions are enough for achieving a good reliability. A different situation exists if 
patients'judgements are aggregated per general practitioner and if they should provide 
reliable statements about the patients of the specific GP: the reliability of the aggregated 
score is less good, because different patients often vary in their evaluation of care. For 
many aspects of care three questions and 90 patients, or five questions and 60 patients, are 
needed to achieve a good reliability of scores per general practitioner or practice. 
Feedback 
Most patients had positive judgements of the different aspects of general practice care, 
but patients'judgements of these aspects of care varied considerably from very positive 
('good' or 'very good') to moderately positive ('fair' or 'more than fair'). When patients' 
judgements were aggregated per general practitioner, it turned out that the proportion of 
patients with very positive judgements varied considerably between different general 
practitioners. It is particularly the variation between general practitioners that can 
stimulate the reflection and discussion on practice routines and the organization of care. 
There was also some variation between general practitioners with regard to the proportion 
of patients with negative ('poor' or 'doubtful') judgements. 
Differences in the patient population per general practice could not explain these 
differences fully. Nevertheless, a general practitioner with many young patients, patients 
of low education or many patients with less good health status may expect less positive 
patients'judgements. It is difficult to formulate specific norms that should be met by care 
providers. For specific aspects of care physicians may strive for positive evaluations by 
all patients, while for other aspects patients' evaluations are felt to be less relevant. The 
reflection and discussion on patients' evaluations should guide such decisions. 
Discussion 
The basic assumption of this thesis is that patients can be involved in the assessment and 
improvement of health care [1]. A survey of patients' evaluations of care was seen as a 
possible method for signalling problems and opportunties for improvement in clinical 
practice. Patient satisfaction instruments have proliferated enormously all over the world, 
but the relevance and quality of most instruments is unclear or limited. Therefore it was 
decided to develop a new instrument, which focused on people with chronic illness: CEP 
- Chronically ill patients Evaluate general Practice. The aim was to develop an instrument 
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which covers all relevant aspects of care, seen from the perspective of chronic patients, 
which provides valid and reliable evaluations of general practice care and which is a 
feasible and acceptable tool for improving health care provision. The question that will be 
discussed below is to what extent this aim was actually met. 
Aspects of care 
It was assumed that patient have a distinctive perspective on health care, which can be 
different from clinicians' or managers' perspectives [2 p22]. In the approach taken, 
patients' evaluations of care are seen as judgements of specific aspects of the structure, 
process and outcome of health care. In this approach the aspects of care that are selected 
should be important to patients and patients should be able to provide relevant 
evaluations. This would imply that insight into patients' evaluations of care can help the 
general practitioner to assess and improve practice routines. 
Both interpersonal and technical aspects of care proved to be important to patients, 
while the organizational aspects seemed to be less highly prioritized. It was found that 
patients and doctors may have different views on what are relevant aspects for patient 
evaluation of care. So the question was which aspects should be included in the CEP. On 
the one hand it should follow patients' views as much as possible, but on the other it 
should fit with general practitioners' views as well in order to be useful for assessment 
and improvement of health care provision. The approach taken implies that patients' 
evaluations should be based on actual experience. If experience with a specific aspect of 
care is lacking the evaluation will express unspecific subjective feeling instead of relevant 
judgements. It was assumed that many elements of the cooperation between care 
providers are invisible for patients (a view supported by interviews with general 
practitioners) so we focused on the visible aspects in the evaluations of this aspect. For 
example, questions did not refer to the communication between the general practitioner 
and other care providers, but to the information provided to the patient by different care 
providers and to the knowledge of the general practitioner about what other care providers 
did and told the patient. 
Furthermore, it was assumed that most patients do not have the technical knowledge 
that is needed for evaluating the competence and accuracy of medical procedures. This 
assumption was supported by interviews with general practitioners and patients, so no 
evaluations were sought for these aspects. A further problem is that the content of 
technical care varies between different patients [3]. Nevertheless, many patient 
satisfaction studies included questions on technical quality (chapter 2) and patients 
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provided answers to these questions. Some authors have suggested that patients can 
evaluate technical quality from their perspective [1,4]. Patients' evaluations of technical 
aspects of care may influence their compliance with the treatment and the doctor, and 
they may be seen as outcomes of health care. Furthermore, patients' evaluations of 
technical aspects of care can be regarded as an assessment of the communication about 
technical care, but not of the quality of technical care itself. However, in that case 
patients' involvement in the assessment and improvement of care is limited. 
The final selection of aspects of care in the CEP was evaluated by working groups of 
the organizations of general practititioners and patients with chronic illness. They made 
only small changes (e.g. the question on 'social home visits' was excluded because this 
was controversial among general practitioners), suggesting that the selection of aspects 
was acceptable to both groups. 
Patients proved to differentiate between specific dimensions in their evaluations, 
although the evaluations of some of the dimensions were related. It is interesting to 
compare the differentiation in patients' views with the differentiation in clinicians' 
perspective on health care provision. An important feature of the clinicians' perspective is 
the differentation made between many aspects of medical-technical care, such as 
'indication', 'accuracy', 'safety', 'hygiene' and 'prevention of superfluous care' [5-6]. The 
dimension 'medical care' in the CEP only focuses on the effectiveness of the treatment 
and on the burden of the treatment on the patient, because these aspects have direct 
impact on patients and can be assessed by them well. 
Three dimensions in the CEP refer to the interpersonal aspects of care: 'relation and 
communication', 'information and advice' and 'support'. The differentiation within 
patients' evaluations of these dimensions in the CEP was less detailed than suggested in 
theories on doctor-patient communication [7]. Based on theory and qualitative research 
we distinguished the following subdimensions: 'humaneness', 'exploring patients' needs', 
'involvement in decisions', 'time for care', 'privacy', 'informativeness', 'stimulating self-
help', 'counselling' and 'supporting patients' relatives'. This differentiation may be 
adequate from a theoretical point of view, but it was not supported by the factor analyses. 
It might be that the evaluations of these dimensions are only found if the evaluation refers 
to a specific consultation. It is also possible that the evaluations are influenced by the 
tendency to provide social desirable answers [8], or by the tendency to avoid cognitive 
dissonance, or that patients' evaluations of interpersonal aspects of care is strongly 
determined by the affective behaviour of the doctor [9-10]. 
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Finally, the differentiation between different dimensions of the organization of care 
was quite detailed. While these dimensions may be somewhat less important for patients 
than technical or interpersonal aspects, patients are able to provide differentiated 
evaluations. Some of these dimensions can be considered as supporting services or 
amenities, for instance the 'organization of appointments' or the 'premises'. Clinicians may 
consider these dimensions of less importance for their clinical work. On the other hand, 
the dimensions 'availability for emergencies', 'continuity' and 'cooperation' are probably 
considered as part of the effectiveness of clinical practice. This was supported by the 
overall factor analysis for the dimensions 'continuity' and 'coordination'. It showed that 
two general factors could be distinguished within patients' evaluations of care: 'working 
style' and 'organization'. The overall dimension 'working style' comprises the different 
aspects of the clinical process that were included in the CEP. Interestingly, the 
dimensions 'continuity' and 'cooperation' were categorized in the dimension 'working 
style' and not in 'organization'. 
A final remark concerning the selection of aspects is that the selection may change 
overtime since patients' priorities and concerns on health care may change. For instance, 
the possibility to see a woman doctor may get priority for an increasing number of 
women. Another example could be that insight into their own record may become 
gradually more important for patients than it is now. It is also possible that general 
practitioners could change their minds, for example concerning the home visits for social 
reasons - which is proved to be highly controversial in this study. It should be considered 
to adapt the CEP or other instruments to these developments. 
Patients with chronic illness 
The focus on patients with chronic illness was based on the assumption that these patients 
are in a better position to provide relevant evaluations than patients with acute illness [11-
12]. Indeed, for a number of aspects of care the chronically ill patients provided more 
often an evaluation than the patients with acute illness. On the other hand, the evaluations 
were similar between both patient categories except for some aspects of the organization 
of care, where patients with acute illness tended to be less positive. Furthermore, patients 
with different (self-reported) chronic diseases had similar evaluations of general practice. 
This suggests that it is probably not necessary to differentiate between patients with 
different (self-reported) chronic diseases and that people with chronic illness are 
relatively homogeneous as far as their evaluations of care is concerned. Maybe it is 
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particularly important that patients have frequent contact with the general practice, but 
less important what their symptoms and diseases exactly are. 
Concept 'evaluation' 
The relation between patients' evaluations of care and the quality of care is unclear, since 
the processes and factors that determine the evaluations are not fully understood. The 
consequence is that it is difficult to base an instrument on a conceptual model of patients' 
evaluations and that instrument validation and theory development coincide [13]. It is not 
possible to base an instrument on a theory that is not yet supported by empirical research, 
but it is equally true that theories cannot be tested without good measurements of the 
relevant variables. So in this situation instrument validation and theory development are 
two sides of the same research work. 
The question can be posed whether patients would evaluate care if they were not 
asked to provide an evaluation in a patient survey [14]. Qualitative research suggests that 
people do not always perceive health care provision in terms of satisfaction and 
dissatisfaction [15]. So why should patients be asked for their evaluations of care? It can 
be argued that the principle of patient autonomy implies that patients should develop and 
express evaluations of care. So asking patients' views and assessing care provision from 
their perspective can be seen as valuable in itself. It is also expected that patients' 
evaluations of care can signal problems and may provide opportunities for improving 
care. A comparison can be made with clinical parameters, such as the Forced Expiratory 
Value per second (FEV,) for asthma, that are not necessarily meaningful in themselves, 
but that are indicators of relevant clinical parameters. Collecting information on these 
parameters guides clinical performance. 
If an instrument for patient evaluations of care has to be validated, a problem is that a 
'gold standard' for patients' evaluations of care is not available. Specific types of patient 
behaviour, such as compliance with treatments or changing to a different care provider, 
cannot be seen as a gold standard, althought they may be related to patients' evaluations of 
care. Such a relation is modified by many factors, for instance the real opportunity to 
choose a different care provider, and the relation may vary between different aspects of 
care. For example, the evaluation of the 'information and advice' may be more strongly 
related with the treatment compliance than the evaluation of the 'premises'. However, this 
variation is not necessarily consistent with the importance of the aspects of care to 
patients or the usefulness for assessment of health care provision. 
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The validation of the CEP was strongly based on the careful selection of aspects of 
care, for which patients' evaluations are sought. In this way we got a picture of patients' 
evaluations of general practice care that seemed to be adequate and comprehensive. 
Nevertheless, the question remains what relations the concept 'evaluation' has with other 
factors. Most of the variation in patients' evaluations of care remained unexplained in the 
studies. This variation may be determined by unmeasured patient characteristics (health 
status, attitudes, use of health care), unmeasured characteristics of health care provision, 
or random measurement error. Patients' evaluations of care are probably determined by a 
mix of affective responses to recent experiences with health care provision, expectations 
that have been developed over time, and general attitudes and values of the patient. 
Insight into such factors and processes can help to interpret patients' evaluations of care 
better. 
If patients' evaluations of care are sought for assessing and improving care, it is 
crucial to know which features of health care provision influence the evaluations. The 
reason is that care providers may be able to change these features and strive for even more 
positive patients' evaluations of care. Many studies on patient satisfaction suggest that 
specific characteristics of health care provision influence patients' evaluations, but the 
insight is limited and fragmentary. A systematic literature review suggested that provider 
information giving, competence, partnership building and positive talk are moderately 
positively correlated with patient satisfaction [16]. For a good interpretation of patients' 
evaluations of care a better insight into the determinants of these evaluations would be 
very helpful. 
Although characteristics of actual care provision can influence patients' evaluations of 
care, it remains difficult to assess the quality of health care on the basis of the evaluations. 
It has been suggested to avoid the elusive concept 'quality' and instead strive for 
'continuous improvement' [17]. Patients' evaluations of care reflect one aspect of what 
constitutes quality, which is patient-centredness [7,18]. An ongoing discussion on this 
concept focuses on the question to what extent patients' needs should be followed, 
interpreted or developed [19,20]. The CEP aims to provide an accurate and 
comprehensive view on patients' evaluations of care and it suggests that general 
practitioners reflect critically on these views. 
Methods and procedures 
The CEP aims to provide an adequate picture of chronically ill patients' evaluations of a 
specific general practitioner or practice. The measurement task can be seen as taking a 
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sample from a hypothetical data-matrix, with chronically ill patients in the rows, aspects 
of care in the columns and the evaluation of specific aspect expressed by a particular 
patient in the cells. A general practice usually contains several hundred people with 
chronic illness and general practice care consists of hundreds or thousands of different 
aspects. Fortunately, it is not necessary or efficient to document the evaluations of all 
chronically ill patients in a practice with regard to all aspects of care. Instead, a sample of 
patients and aspects can be used, provided that the sampling method and the size of the 
sample are adequate. 
Two methods for administering the questionnaire were compared: handing out the 
questionnaire to consecutive patients who visited the practice and mailing the 
questionnaire to a systematic sample taken from the practice register. Neither of the 
methods used a fully random procedure and for both methods a certain non-response (30-
40%) was found, which may have resulted in an unknown selection bias. There are some 
indications that non-responders tend to be less satisfied with medical care [21]. 
Nevertheless, from a practical point of view both methods can be used, since few 
differences were found. 
The estimations of the number of questions and patients that are needed to make a 
reliable statement on a specific practitioner or practice provided important insight. It 
turned out that patients are highly consistent in their evaluation of a specific dimension of 
general practice, but that different patients often vary in their evaluations of care. In order 
to obtain accurate figures per practitioner or practice it is better to use a short 
questionnaire and many patients, than a long questionnaires and few patients. The 
problem is that the required number of patients, at least 60 for many dimensions of care, 
can require too much effort from the general practitioner. Nevertheless, if a smaller 
patient sample is chosen, it is important to realize that the reliability and accuracy of the 
figures is too limited to legitimize strong conclusions about the practitioner or practice. 
Feedback to general practitioners 
The CEP or another good survey instrument for patients' evaluations of care may be able 
to signal possible problems and opportunities for improvement, but usually a more 
detailed study or reflection is needed of the aspect that raised criticism. An important 
question is, whether performing a patient survey can lead to changes and improvements in 
health care provision. Although patient surveys are performed all over the world, the 
effects have hardly been studied. This thesis did not focus on the effects either, but the 
responses of doctors in the different studies suggested that it might result in specific 
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changes in their practice routines. For example, several general practitioners in the study 
reported in chapter 5 said that they would try to pay more attention to patients' relatives, 
since patients were critical about this aspect of their care. 
It can be expected that the effects of surveys on patients' evaluations of care are 
limited. Influencing behaviour of health care professionals is difficult; usually only small 
changes are achieved [22-24]. A further question is which changes can be seen as 
improvements, as was discussed earlier. Nevertheless, small changes may be very 
relevant for the quality of care and the sum of these changes may result in an important 
improvement. Improvement is usually characterized by an incremental -step by step-
approach of improving clinical practice and feedback from patients is no exception to this 
principle. If the feedback of patients' evaluations of care are used as input for other 
improvement activities, such as peer review groups, the effects might be stronger. 
Since the evaluations of patients tend to be very positive, changes can only be 
considered for the few aspects that elicited less positive evaluations. Nevertheless, the 
percentage of patients with 'very positive' evaluations varied considerably between 
patients of different general practitioners - for many dimensions between 40 and 80 
percent. In addition, the evaluations of some dimensions may be less positive compared to 
other dimensions for all general practitioners, but the item-response should be taken into 
account at this point. The figures from other practices provide a frame of reference, that 
may stimulate changes, since people tend to orient themselves on relevant others -
clinicians usually on other clinicians. A major advantage of using a standardized 
instrument is that such reference numbers are increasingly available when large scale 
implementation of the instrument occurs. A potential danger is that care providers focus 
too much on the mean numbers, which might be rather low. Best results are probably 
achieved if they focus on the higher number ('bench-marking'). 
Assessment of the effects of changes in practice routines may be difficult. The 
sensitivity of instruments for patients' evaluations of care for these changes has yet to be 
determined. The experience with instruments for health status suggests that this 
sensitivity might be limited [25]. It is difficult to predict which aspects of care provision 
will change, so the assessment should include many variables, which gives the problem of 
chance capitalization. A further problem is that a high or low score may be caused by 
chance, so that a more moderate score can be expected in the next survey due to the 
statistical phenomena of'regression to the mean'. 
An issue that requires more attention is the cost and efforts needed for implementing 
changes. The aspects where patients provide less positive evaluations are not necessarily 
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the aspects where changes and improvements require little effort and few costs. For 
example, the evaluations of the dimension 'physical accessibility' showed a wide variation 
between the different practices. Nevertheless, this dimension was excluded later, since 
general practitioners can only influence physical accessibility of their practice by moving 
it to a different place. The remaining dimensions in the CEP. however, may entail a 
varying amount of costs and benefits when changes are made. 
The patient survey documents the evaluations of a patient sample from a specific 
practice. The variation in patients' evaluations of care suggests that it is important to 
complement this population-based approach with individualized approaches to patients' 
evaluations of care. Individual patients should be asked for their evaluations of саге. Λ 
detailed case study of a patients' complaint may be a valuable tool for signalling problems 
and opportunities for improvement. The costs and benefits of different methods for 
assessing care provision have to be compared and the most cost-effective combination of 
different methods should be selected. 
PATIENTS' EVALUATIONS OF GENERAL PRACTICE CARE AND QUALITY IMPROVEMENT 
The value of exploring the patients' perspective in face-to-face communication 
between doctors and patients has been well established [18-20], but the benefits of 
patients' involvement in assessment and improvement of health care provision are less 
clear. Scott and Smith claim: "the existing literature gives the impression that patient 
satisfaction surveys are an end in themselves, rather than a means to an end." [26]. This 
thesis explored the value of documenting patients' evaluations of general practice and 
providing feedback to general practitioners. 
The approach taken in this thesis fits best within a culture of continuous and 
systematic learning and improving health care [27-28]. Performing a patient survey is not 
obligatory in general practice, so clinicians may lack the motivation or energy to search 
for patients' views. For instance, general practitioners may have problems with the 
population-based approach, comparable to the problems related to the implementation of 
programmatic prevention [29]. The dilemma can be that that rules might be required to 
implement surveys of patients' views, but that the internal motivation of clinicians is 
crucial for achieving changes and improvements in care provision. So it is important to 
stimulate the doctors' motivation to use the insight into patients' evaluations of care, for 
instance yielded by a patient survey, for improving practice. 
As was described in the introduction, patients' involvement in assessment and 
improvement can be sought for different reasons. Although these reasons are not mutually 
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exclusive, they result in different approaches of the instrument validation and in a 
different interpretation of patients' evaluations of care. Some authors want to learn about 
patients' evaluations of care to be sure of the compliance with treatment or the intention to 
return to a specific care provider. However, research evidence suggests that patients do 
not behave like consumers [30-31 ]. It can be argued, though, that this evidence is one of 
the reasons to ask for their views actively. Other authors see patients' evaluations of care 
as an outcome of health care [1,14,32-35], a specific condition or positive state of mind of 
the patients. In the latter approach patients' evaluations of care is one of the outcomes of 
health care, which include clinical parameters and quality of life as well. 
In this thesis the assumption was that insight into patients' evaluations of care can be 
a valuable method for assessing health care provision. This approach seeks evaluations of 
care that can be compared with clinicians' evaluations of care or the evaluations made by 
an external assessor. These evaluations might be regarded as an outcomes of health care, 
but it seems more appropriate to regard them as judgements of different aspects of the 
structure, process and outcomes of health care. A consequence is that the selection of 
aspects of care for which evaluations are sought, should be critically assessed. If patients' 
evaluations of care are seen as outcomes of health care, all aspects of care that patients 
wish to include in their evaluations are accepted, since patients should be able to evaluate 
health care provision from their perspective. 
INTERNATIONAL CONTEXT 
Health care in the Netherlands is strongly oriented on general practice: most inhabitants 
are registered at a general practice, general practitioners are gate-keepers to secondary 
care [36] and the number of referrals is relatively low [37]. In addition, medical audit and 
quality assurance is better developed than in some other countries [38]. Patients' priorities 
and evaluations concerning general practice may be different in countries with other 
health care systems. It is an interesting and relevant research question which features of 
the health care provision help care providers to become responsive to patients' needs and 
demands [39]. It has been suggested that the lack of regular assessment of the 
competence, lack of continuity and specific financial incentives undermine good 
communication and threaten the ideal doctor-patient relationship [40]. The reference 
numbers from this study should be interpreted cautiously in other countries. Preferably, 
reference numbers should be based on patient surveys from the relevant country. 
Furthermore, the method - CEP - may not be applicable in countries with different 
health care systems. For example, some of the dimensions ('continuity' and 'cooperation') 
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may be less relevant for countries with less strong general practice. On the other hand, 
other dimensions - e.g. 'financial accessibility'- that were excluded in the Netherlands, 
may be particularly relevant in other countries. Nevertheless, the principles on which the 
CEP was based may be helpful for the development of methods for documenting patients' 
evaluations of care and providing feedback to care providers. 
Further research and development 
The study can be seen as an attempt to determine the value of patients' judgements of 
general practice care for the assessment and improvement of care provision. In this final 
section issues for further research and development will be described. 
Using patients' evaluations of care for improving health care 
Patients' evaluations of care can be interpreted by an individual general practitioner, a 
group of general practitioners, or regional or national boards of general practitioners or 
others. This may lead to change in practice routines. Insight into the effectiveness of the 
feedback from patients' evaluations of care to care provider is anecdotal, but well-
designed trials have not yet been performed [41]. A logical next step is to determine the 
effects of using the CEP and comparable instruments in a general practice. This study 
should address the possible effects of the feedback from patients on different levels: the 
initiation of reflection by GPs on current practice routines, the starting-point for 
discussion with colleagues about possible problems, changes in the actual practice 
routines or the communication to patients, changes in patients' evaluations of care after 
the changes in actual routines or communication have been implemented. It is possible 
that changes on one level are found, but not on other levels since specific barriers may 
inhibit the implementation of changes. So the study should also document the factors that 
enhance or inhibit the implementation of changes in care provision. 
Insight into determinants of patients' evaluations of care 
A major problem is the lack of conceptual framework for interpreting patients' 
evaluations of care. A better insight into the factors that are related to patients' evaluations 
of care is necessary and could guide to interpretation of patients' evaluations of care 
[32,42-43]. It could be a valuable element in the feedback to care providers [33]. 
Particularly research on factors that can be influenced by care providers is required, such 
as the practice routines or the communication to patients about these routines. A better 
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insight into the patients' processes of developing evaluations of care could be helpful as 
well. Influencing patients' expectations of health care may result in more realistic 
attitudes and more positive evaluations. It may be possible to influence the process of 
developing priorities and judgements of care by providing information or involving 
patients in decision support systems. 
Development and implementation of the method 
Equally important is a good evaluation of the actual implementation of the use of the CEP 
and the experiences of the patients and general practitioners with the method. The CEP 
can be regarded as a quality improvement system. The feasibility of the CEP was 
explored in an additional study that was attached to the study described in chapters 6 and 
7 (supplement). This showed, for instance, that some general practitioners had problems 
in selecting patients with chronic illness. Practical aids and instructions for practitioners 
should be developed to reduce the efforts required and enhance the implementation of the 
method. 
General practitioners in the Netherlands do not yet use surveys on patients' 
evaluations of general practice as a method for assessing and improving care [44]. The 
feasibility of the method and the aids should therefore be evaluated thoroughly, since the 
time, costs and effort of performing a patient survey may inhibit the implementation on a 
wider scale [45]. The evaluation should document the variety in the implementation of the 
CEP in detail, as well as the experiences and perceived benefits of general practitioners. 
The costs and effort required of methods for assessing and improving clinical practice 
should be balanced against the benefits of the method, similar to studying the cost-
effectiveness evaluations of other technologies. 
Further exploration of the patient perspective 
The CEP provides a general, cross-sectional picture of patients' evaluations of general 
practice care. In many situations, though, not only one general practice but different care 
providers from different medical care settings are involved during a longer episode of 
care for a specific patient. One of the challenges for future research and development is 
the adaptation of the instrument to the so-called 'pathways' or 'patient careers' [42]. The 
instrument should provide a more detailed picture of the continuity of care and the 
cooperation between different care providers than the current CEP. In addition, the 
method of administering the instrument and of providing feedback to care providers 
should fit within the longitudinal character of the care episodes. Either patients should be 
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followed during a specific period of time, or cross-sectional studies should include 
patients at different stages of their career. 
It can also be relevant to explore other concepts within the patients' perspective in 
more detail, such as their expectations and their experiences at different moments in the 
episodes of care. In specific situations, such as choosing between different treatments, 
patients' priorities are more relevant than their evaluations. Research should focus on the 
variables that play a role in decision processes and on methods that help patients to make 
these decisions. Furthermore, patients' reports of the processes of health care provision 
can be helpful to document what exactly happened so that this can be compared to 
guidelines or standards for good practice [46]. Methods for documenting these reports 
should be validated against other measures, such as chart audits or observations by 
external assessors. Similar to the approach taken in this study, these efforts should focus 
not only on documenting patients' responses, but also on providing feedback to care 
providers. 
This thesis takes a step towards a better insight into patients' evaluations of general 
practice. The main impression emerging from the studies is that patients can provide 
differentiated evaluations of general practice and that these evaluations vary between 
different patient categories and between patients of different general practitioners. While 
the results suggest that regular surveys of patients' evaluations of care can be useful for 
assessing and improving care, it is too early to recommend the use of such surveys in 
daily practice Insight into the relations between actual care provision and patients' 
evaluations of care is still very limited and the CEP has yet to prove its effects and value 
for general practitioners. Nevertheless, the assessment of patients' evaluations of care is a 
promising method for improving the responsiveness of health care to patients' needs and 
demands. 
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Supplement A preliminary study on the implementation and possible benefits of the CEP 
In a preliminary study, which was linked to the patient surveys of 28 GPs (chapters 6-7), we explored the actual 
implementation and possible benefits of the CEP On average three weeks after sending the feedback report to the 
GPs they were interviewed by telephone, using a semi-structured questionnaire For three out of the 28 GPs in the 
study less than five questionnaires were received They did not get a feedback report and they were not 
interviewed In three practices the number of questionnaires was small and only one feedback report for the 
practice was made The 23 remaining GPs were interviewed individually 
Implementation 
Almost all GPs who chose a hand-distribution distributed the questionnaire themselves In only two situations the 
practice nurse distributed the questionnaires, in one of them patients with chronic diseases were indicated by the 
GP The time needed for delivering the questionnaires varied enormously from two weeks to three months All 
GPs reported that handing the questionnaire to the patient and giving a short explanation only required a limited 
time period and caused few problems However, 14 GPs reported that they sometimes forgot to distribute the 
questionnaires Reasons included the selection of patients with chronic illness, the lack of patients with chronic 
illness in the practice (many young patients) 
Many GPs provided suggestions for improving the procedure for distribution questionnaires 
- Four GPs preferred a different method for sampling patients Some liked to include all chronically ill patients in 
the survey, while one practitioner was in favour of a procedure for random sampling Seven GPs preferred to 
include both patients with acute diseases and patients with chronic illness in the survey 
- The organization for distributing questionnaires can be improved Five practitioners suggested indicating in the 
appointment book which patients have chronic diseases at the beginning of each day and taking care that enough 
questionnaires are available Others mentioned the use of reminders, for example on the patient card, on practice 
nurse s desk or in the computer Some GPs thought that distributing questionnaires by the practice nurse would be 
the quickest method 
- External reinforcement was mentioned as well A poster in the waiting room might stimulate patients to ask for 
a questionnaire themselves Strict rules for delivering questionnaires, set by the researchers, would be helpful for 
some GPs 
Possible benefits 
All GPs said they read the feedback report Most GPs felt that the size of the report was adequate and the content 
clear and logical Most GPs valued the figures, because they provided a quick overview, but some did not like the 
three-dimensional figures All GPs liked the explanations given clear, simple and cautious The figures for each 
question were understandable for almost all GPs, but some felt that the low number of patients was a problem for 
the interpretation We asked which section of the report was particularly helpful for them Seven GPs mentioned 
the individual items, seven GPs the open-ended questions and five GPs the summary figures The other GPs 
valued different sections of the report 
Most GPs felt that the feedback report could help them to signal problems GPs usually compared their scores 
with the reference numbers, based on the total sample of GPs and patients, in order to interpret the results Most 
GPs said they recognised the results of the patient survey, but often they felt that the report could provide the 
necessary stimulus for change Nine GPs said they had discovered few if any opportunities for improvement On 
the other hand, seven GPs mentioned that the results surprised them Five GPs had plans to discuss the feedback 
report in more detail in their locum group of general practitioners 
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Summary 
This thesis focuses on the evaluations by patients of general practice care. It is claimed 
that care providers should explicitly assess and improve, where possible, their 
professional behaviour. The patients' perspective can be integrated, but the relevance and 
practical consequences of this principle are unclear. A method that has often been used is 
the patient satisfaction survey. Although many patient satisfaction instruments have been 
developed, it is often difficult to assess their value and usefulness. For instance, it is 
unclear whether they really can signal problems in the care or opportunities for 
improvement very well. 
Still, patients might be able to offer an important contribution to the assessment and 
improvement of health care. Particularly patients with chronic illness can provide relevant 
evaluations of care, because they usually have many experiences with it. In addition, 
assessing health care delivery fits very well in the efforts to make them responsible for 
coping with their illness. Chronically ill patients provide a significant part of the 
workload of the general practitioner. Finally, particularly patients with chronic illness 
have organized themselves in patient organizations, so that they can be a relevant partner 
for care providers. 
Chapter 1 describes the research questions. Quality is an abstract concept which refers to 
an optimal balance between desired and actual health care. The concept is subjective, 
because care providers, patients and others may have different views on what is quality. 
Quality can be operationalized by distinguishing different aspects of care; for each aspect 
it can be determined whether actual care corresponds with desired care. Quality 
improvement comprises different activities and in each activity patients may have a role: 
(a) development of guidelines for good care, (b) documentation and assessment of care, 
(c) assuring and improving the quality of care. 
Insight into the relation between patients' evaluations of care and the quality of care is 
needed for a good interpretation of the evaluations and for the validation of instruments. 
It is not possible to determine a clear, straightforward relationship between these two 
concepts, because the processes that lead to the evaluations are unclear. The so-called 
'discrepancy-theories', indicating that the evaluation is determined by a comparison 
between the expected or desired situation and the actual situation, are insufficiently 
supported by empirical research. 
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Nevertheless, patients' evaluations of care may have a function in the assessment and 
improvement of health care. A variety of approaches can be taken, which are related to 
the different views on health care. Patients' evaluations of care are important, because: 
(a) satisfied patients follow treatment regimes, (b) satisfied patients will return, (c) 
satisfaction is an outcome of the health care, (d) patients can be involved in quality 
assessment and improvement. The last approach is followed in this thesis. This approach 
has consequences for the validation of instruments. 
For the documentation of chronically ill patients' evaluations of care, a new 
instrument was developed, called CEP - Chronically ill patients Evaluate general Practice. 
The CEP is based on five principles: a selection of relevant aspects of care, focus on 
patients with chronic illness, 'evaluation of care' as the central concept, methods and 
procedures for data-collection, feedback to the general practice. The following research 
questions were formulated: 
What is the validity, reliability and feasibility of the method (CEP)? 
- What are patients' priorities and evaluations with regard to general practice? 
Chapter 2 contains an overview of 40 studies on patient satisfaction with general practice 
care. We determined which aspects of care were included in the studies and which 
methods were applied. The literature search comprised manual searches in 27 journals, 
from 1980, a Medline search and checks of references. A standardized scoring form was 
used for extracting data from the studies. The aspects of care were categorized by means 
of the NWO/RGO list of aspects of care. It was found that specific aspects, such as 
'effectiveness' or 'continuity', were hardly ever included in the questionnaires. Patients 
were seldom involved in the selection of aspects. A large variation was found with regard 
to the methods used. It was unclear which methods are most appropriate. The conclusion 
of the literature review is that little progress has been made with the development of good 
instruments for patient evaluations of general practice care. 
Chapter 3 provides an overview of 57 studies on patients' priorities with regard to general 
practice care. We analysed which aspects of care were included, which research methods 
were applied and which aspects are important to patients. The literature search comprised 
manual searches in 30 journals (from 1980) and Medline searches. A standardized scoring 
form was used for extracting data from the studies. Each study was scored by two persons 
and then consensus was achieved. The aspects of care included and methods applied, 
showed a wide variation. The aspects most often included were 'informativeness', 
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'humaneness', 'competence/accuracy'. An analysis of 19 studies showed that the following 
aspects proved to be very important in at least 50% of the studies that included the 
relevant aspect: 'humaneness', 'competence/accuracy', 'patients' involvement in decisions', 
'time for care', 'other aspects of availability/accessibility', 'informativeness', 'exploring 
patients' needs', 'other aspects of relation and communication', and 'availability of special 
services'. 
In chapter 4 relevant indicators for general practice care of patients with chronic illness 
are identified: concrete aspects of care that can be evaluated by patients. For this purpose 
a qualitative study was performed with focus group interviews and a written consensus 
procedure. In sum 34 chronically ill patients and 19 general practitioners participated in 
the study. Patients and practitioners had somewhat different opinions on what are 
important aspects. Both groups felt that most indicators for 'relation and communication', 
'information and support' are relevant and therefore suitable for patient assessment of 
health care quality. There was less agreement about the relevance of indicators of 
'medical care', 'availability and accessibility', and Organization and cooperation'. The 
indicators have yet to be evaluated, but if both patients and practitioners feel that they are 
relevant, the chances are better that documention of patients' evaluations of care leads to 
actual improvements. 
In chapter 5 the variation in patients' evaluations is analysed. We determined whether the 
evaluations differed between patients with different chronic diseases, between chronically 
ill and acute patients, and between patients of different general practitioners. The data 
were collected by means of surveys in eight general practices, which each approached 65 
chronically ill patients and 65 patients without chronic illness. A preliminary version of 
the CEP was used, which was based on the indicators that were identified (chapter 4) in 
earlier patient surveys in six general practices (n=249 patients with chronic illness). The 
response was 65% (n=671 ). There were few differences regarding the evaluations of care 
between patients with different chronic diseases, although the migraine patients tended to 
have less positive evaluations and the diabetes patients tended to have more positive 
evaluations than the other patient categories. Overall, the evaluations of chronically ill 
and acute patients did not differ, but the acute patients had less positive evaluations of 
several aspects of the practice organization. However, for a number of aspects chronically 
ill patients provided more often an evaluation than acute patients. Finally, it was found 
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that general practitioners were differently evaluated by their patients. These differences 
could not fully be explained by differences in the patient population. 
Chapter 6 continues the analyses of the variation in patients' evaluations of care. It was 
determined which variation exists between different aspects of care, different general 
practitioners, and different patient categories. Patient surveys were performed by 28 
general practitioners (n-762, response=63%), using an improved version of the CEP. 
Seventeen of the 18 subdimensions that were distinguished proved to be internally 
consistent. Not all five theoretical dimensions were internally consistent; the following 
nine dimensions could be distinguished empirically: 'organization of appointments', 
'availability for emergencies', 'premises', 'continuity', 'cooperation', 'medical care', 
'relation and communication', 'information and advice', and 'support'. So patients' 
evaluations of general practice care are multidimensional. The percentage of patients that 
used the most positive answering categories varied strongly between the different general 
practitioners. Only a small proportion of this variation could be explained by patient 
characteristics or differences between general practitioners. Probably the unexplained 
variation is related to differences in care delivery, suggesting that patients' evaluations of 
care can be relevant for assessment of practice routines. 
In chapter 7 we explore whether patients' evaluations of care are predicted by the health 
status. For this purpose the data from the study described in chapter 6, were further 
analysed. The health status was measured by means of six WONCA/COOP charts. It was 
found that a poor overall health status predicted less positive evaluations of the 
'organization of appointments', 'continuity', 'relation and communication', 'medical care', 
'information' and 'support'. A poor mental health status predicted less positive evaluations 
of 'cooperation' and a stronger need for more care. The evaluations of 'premises' and 
'availability for emergencies' were not predicted by the health status. So health status and 
evaluations of care are related, but the relation varies across the different aspects of the 
two concepts. 
Chapter 8 compares two methods for administering written questionnaires: distributing 
questionnaires to chronically ill patients who consecutively visited the general practice 
('hand-distributed survey') versus mailing questionnaires to chronically ill patients who 
were sampled from the patient register ('mail survey'). The data from the study described 
in chapter 5 were further analysed. The response was 63% in the mail survey and 72% in 
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the hand-distributed survey. The sample composition was almost equal, except that 
patients in the hand-distributed survey more often reported having 'a different chronic 
disease'. The percentage of people who provided an evaluation (item-response) was 
similar in both methods of administration. Patients in the mail survey tended to use the 
extreme categories on the scale for certain aspects of care more often than patients in the 
hand-distributed survey, but the overall trend was not significant. The two methods 
provide similar results, but the hand-distributed survey has the advantage of the higher 
response rate. 
Chapter 9 contains a study on the reliability of the evaluations of care measured. The data 
from the study described in chapter 6 were analysed, using the generalizability theory. We 
estimated the variation of the reliability for different numbers of questions and patients. 
For most dimensions a good reliability (coefficient of 0.80 or higher) of evaluations per 
patient can be achieved, if at least three questions are used. To achieve good reliability of 
the evaluations that have been aggregated per general practitioner, at least three questions 
and 90 patients, or five questions and 60 patients are needed for most dimensions. For the 
dimensions 'availability for emergencies', 'premises', and 'continuity' even more questions 
or patients are needed. So the reliability differs between different dimensions of care, but 
also between the evaluations per patient and the evaluations that are aggregated per 
general practitioner. 
Chapter 10 formulates conclusions and provides a reflection on the results of the studies. 
The validity of the instrument is based on a taxonomy of nine dimensions of general 
practice, which was firmly based on theory, systematic literature reviews, qualitative 
research and patient surveys. The reliability of the scores per patient is good, but good 
reliability of the aggregated scores per general practitioner requires a patient sample that 
is sufficiently large. Feasibility can guide the choice between distributing the 
questionnaire to patients who visit the general practice or mailing it to a sample from the 
patient register. 
Many aspects of general practice care are important for patients, but patients cannot 
provide relevant evaluations for all aspects of general practice care. The CEP includes the 
following nine dimensions: 'organization of appointments', 'availability for emergencies', 
'premises', 'continuity', 'cooperation', 'medical care', 'relation and communication', 'info-
rmation and advice', and 'support'. Although most patients have positive evaluations of 
general practice, there is a considerable variation between 'very positive' and 'moderately 
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positive' for these dimensions, both between different patient categories and between 
patients from different general practitioners. Patients of younger age, with lower 
education and poor health status had less positive evaluations of care. 
This thesis takes a step towards a better insight into patients' evaluations of general 
practice. The assessment of patients' evaluations of care is a promising method for 
improving the responsiveness of health care to patients' needs and demands. 
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Samenvatting 
Dit proefschrift gaat over de oordelen van patiënten over de huisartsenzorg. Van 
hulpverleners wordt verwacht dat zij hun professioneel handelen op navolgbare wijze 
toetsen en (waar mogelijk) verbeteren. Het patiëntenperspectief kan hierin worden 
betrokken, maar onduidelijk is welke relevantie en praktische consequenties dit heeft. 
Een veel toegepaste methode is het peilen van de satisfactie van patiënten met de zorg. 
Hoewel hiervoor inmiddels veel instrumenten zijn ontwikkeld, is het vaak moeilijk om 
hun waarde en bruikbaarheid te bepalen. Zo is vaak niet duidelijk of zij problemen in de 
zorg of mogelijkheden tot verbetering werkelijk goed kunnen signaleren. 
Toch kunnen patiënten mogelijk een belangrijke bijdrage leveren aan het toetsen en 
verbeteren van de zorg. Vooral mensen met een chronische ziekte kunnen de zorg 
waarschijnlijk goed beoordelen, omdat zij er gewoonlijk veel ervaring mee hebben. 
Bovendien sluit het laten beoordelen van de zorg door chronische patiënten goed aan bij 
het streven om hen zoveel mogelijk zelf verantwoordelijk te laten zijn voor het omgaan 
met hun ziekte. Chronische patiënten zorgen voor een aanzienlijk deel van de werklast 
van de huisarts. Tenslotte hebben vooral mensen met een chronische aandoening zich 
georganiseerd in patiëntenorganisaties, zodat zij een relevante gesprekspartner kunnen 
zijn voor hulpverleners. 
In hoofdstuk I worden de onderzoeksvraagstellingen uitgewerkt. Kwaliteit is een 
abstract begrip, dat verwijst naar een optimale balans tussen de gewenste en de 
gerealiseerde zorg. Het begrip is subjectief, omdat hulpverleners, patiënten en anderen 
verschillende visies kunnen hebben op wat kwaliteit is. Kwaliteit kan worden 
geoperationaliseerd door het onderscheiden van verschillende aspecten van zorg; bij elk 
aspect kan worden nagegaan in hoeverre het gerealiseerde overeenkomt met het 
gewenste. Kwaliteitsbevordering omvat verschillende activiteiten en bij elke activiteit 
kunnen patiënten mogelijk een rol spelen: (a) ontwikkeling van richtlijnen voor goede 
zorg, (b) documenteren en toetsen van de zorgverlening, (c) bewaken en verbeteren van 
de kwaliteit van zorg. 
Inzicht in de relatie tussen de oordelen van patiënten over de zorg en de kwaliteit van 
zorg is nodig om deze oordelen goed te kunnen interpreteren en om de validiteit van 
instrumenten te kunnen bepalen. Het is niet goed mogelijk om een eenduidige relatie 
tussen deze twee begrippen te leggen, omdat nog veel onduidelijkheid bestaat over de 
processen die leiden tot het oordeel. De zogenoemde 'discrepantie theorieën', die 
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aangeven dat het oordeel wordt bepaald door een vergelijking tussen de verwachte of 
gewenste situatie en de feitelijke situatie, worden onvoldoende door empirisch 
onderzoek ondersteund. 
Toch kunnen oordelen van patiënten een functie hebben bij het toetsen en verbeteren 
van de zorg. Hiervoor kunnen verschillende benaderingen worden gekozen, die 
samenhangen met de verschillende visies op gezondheidszorg. Oordelen van patiënten 
over de zorg zijn belangrijk omdat: (a) tevreden patiënten de voorgeschreven behande-
ling goed opvolgen, (b) tevreden patiënten blijven terugkomen, (c) tevredenheid van 
patiënten een uitkomst van de gezondheidszorg is. (d) patiënten zo kunnen worden 
betrokken in de toetsing en verbetering van de zorg. De laatstgenoemde benadering 
wordt in dit proefschrift gevolgd. De gekozen benadering heeft consequenties voor 
validering van instrumenten. 
Voor het peilen van de oordelen van chronische patiënten over de zorg werd een 
instrument ontwikkeld, genaamd CEP - Chronische patiënten Evalueren de 
huisartsPraktijk. De CEP is gebaseerd op vijf uitgangspunten: een selectie van relevante 
aspecten van huisartsenzorg, focus op chronisch zieke patiënten, 'evaluatie van zorg' als 
centrale concept, methoden en procedures voor gegevensverzameling, feedback aan de 
huisartspraktijk. De volgende onderzoeksvragen werden geformuleerd: 
Wat is de validiteit, betrouwbaarheid en toepasbaarheid van de CEP? 
Welke prioriteiten en oordelen hebben patiënten ten aanzien van de huisartsen-
zorg? 
Hoofdstuk 2 bevat een overzicht van 40 studies naar patiëntensatisfactie met de 
huisartsenzorg. Nagegaan werd welke aspecten van zorg aan bod kwamen in de studies 
en welke methoden werden toegepast. Om studies op te sporen werden 27 tijdschriften 
handmatig doorgenomen vanaf 1980, werd een Medline search uitgevoerd en werden 
referenties nagetrokken. Door middel van een gestandaardiseerd scoringsformulier 
werden gegevens van de studies vastgelegd. De aspecten van zorg werden 
gecategoriseerd met behulp van de NWO/RGO lijst van aspecten van zorg. Het bleek 
dat bepaalde aspecten, zoals 'effectiviteit' of'continuïteit', nauwelijks waren opgenomen 
in de vragenlijsten. Patiënten waren zelden betrokken bij het selecteren van aspecten. 
Wat betreft de toegepaste methoden werd een grote variatie aangetroffen. Het was niet 
duidelijk welke methoden het meest geschikt zijn. De conclusie van dit 
literatuuroverzicht is dat nog weinig voortgang was geboekt met het ontwikkelen van 
goede instrumenten voor patiëntoordelen over huisartsenzorg. 
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Hoofdstuk 3 biedt een overzicht van 57 studies naar prioriteiten van patiënten ten 
aanzien van de huisartsenzorg. Nagegaan werd welke aspecten van zorg waren 
opgenomen, welke onderzoeksmethoden werden toegepast en welke aspecten belangrijk 
zijn voor patiënten. Om studies op te sporen werden 30 tijdschriften handmatig 
doorgenomen (vanaf 1980) en Medline searches uitgevoerd. Gegevens van de studies 
werden vastgelegd met behulp van een gestandaardiseerd scoringsformulier. Elke studie 
werd door twee personen gescoord, waarna consensus werd bereikt. De opgenomen 
aspecten en toegepaste methoden varieerden sterk. De meest opgenomen aspecten 
waren 'informatiebereidheid', 'bejegening' en 'competentie/zorgvuldigheid'. Uit 
negentien studies die nader werden geanalyseerd, bleek dat de volgende aspecten zeer 
belangrijk bleken in tenminste 50% van de studies die het aspect hadden meegenomen: 
'bejegening', 'competentie, zorgvuldigheid', 'inbreng in beslissingen', 'tijd voor zorg', 
'andere aspecten van beschikbaarheidbereikbaarheid', 'informatiebereidheid', 'ingaan op 
hulpvraag', 'andere aspecten van relatie en communicatie' en 'beschikbaarheid van 
specifieke diensten'. 
In hoofdstuk 4 worden indicatoren van huisartsgeneeskundige zorg voor mensen met 
een chronische aandoening geïdentificeerd: concrete aspecten van zorg waarover 
patiënten een oordeel kunnen geven. Hiertoe werd een kwalitatieve studie met focus 
groep interviews uitgevoerd en een schriftelijke consensusprocedure. In totaal namen 34 
chronische patiënten en 19 huisartsen deel aan de studie. Patiënten en huisartsen hadden 
enigszins uiteenlopende opvattingen over wat belangrijke aspecten zijn. Beiden vonden 
de meeste indicatoren voor 'relatie en communicatie', 'informatie en steun' relevant en 
derhalve geschikt als indicatoren voor beoordeling door patiënten. Minder 
overeenstemming bestond ten aanzien van de indicatoren voor 'medische zorg', 
'beschikbaarheid en bereikbaarheid', en Organisatie en samenwerking'. De indicatoren 
moeten nog worden geëvalueerd, maar als zij zowel volgens huisartsen als patiënten 
relevant zijn, is de kans groter dat peiling van patiëntenoordelen daadwerkelijk tot 
verbeteringen leidt. 
In hoofdstuk 5 wordt de variatie in oordelen van patiënten over de zorg geanalyseerd. 
Nagegaan werd of de oordelen variëren tussen patiënten met verschillende chronische 
aandoeningen, tussen chronische en acute patiënten, en tussen patiënten van 
verschillende huisartsen. Gegevens werden verzameld door middel van enquêtes in acht 
huisartspraktijken, die ieder 65 chronische en 65 acute patiënten benaderden. Er werd 
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gebruik gemaakt van een voorlopige versie van de CEP, die was gebaseerd op de 
geïdentificeerde indicatoren (hoofdstuk 4) en eerdere enquêtes in zes huisartspraktijken 
(n=249 chronische patiënten). De respons was 65% (n=671). Er kwamen weinig 
verschillen in oordelen tussen patiënten met verschillende chronische aandoeningen 
naar voren, al bleken migraine patiënten minder positieve oordelen te hebben en 
diabetes patiënten positievere oordelen dan andere categorieën patiënten. Over het 
algemeen verschilden de oordelen tussen chronische en acute patiënten weinig, maar de 
acute patiënten hadden minder positieve oordelen over verschillende aspecten van de 
praktijkorganisatie. Wel bleek dat de chronische patiënten bij een aantal aspecten van 
zorg vaker een oordeel gaven dan de acute patiënten. Tot slot bleken de huisartsen 
verschillend te worden beoordeeld door hun patiënten. Deze verschillen werden niet 
volledig verklaard door de samenstelling van hun patiëntenpopulatie. 
Ook in hoofdstuk 6 wordt de variatie in oordelen van chronische patiënten over de 
huisartsenzorg geanalyseerd. Nagegaan werd welke variatie tussen verschillende 
aspecten van zorg, verschillende huisartsen en verschillende patiëntencategorieën 
bestaan. Er werden enquêtes uitgevoerd onder chronische patiënten van 28 huisartsen 
(n=762, respons=63%), waarbij een verbeterde versie van de CEP werd gebruikt. 
Zeventien van de 18 vooraf onderscheiden subdimensies bleken intern consistent. Niet 
alle vijf theoretische dimensies bleken consistent; de volgende negen dimensies konden 
empirisch worden onderscheiden: 'organisatie van afspraken', 'beschikbaarheid voor 
spoed', 'accomodatie', 'continuïteit', 'samenwerking', 'medische zorg', 'relatie en 
communicatie', 'informatie en advies' en 'steun'. Patiënten blijken dus een 
multidimensioneel oordeel over huisartsenzorg te hebben. Het percentage patiënten dat 
de meest positieve antwoordcategorieën gebruikte, varieerde sterk tussen de 
verschillende huisartsen. De variatie in oordelen kon slechts in zeer beperkte mate 
worden verklaard door patiëntkenmerken of verschillen tussen huisartsen. Aannemelijk 
is dat deze onverklaarde variatie gerelateerd is aan verschillen in de wijze van 
zorgverlening, zodat de oordelen van patiënten over de zorg bruikbaar kunnen zijn bij 
toetsing van de zorg. 
In hoofdstuk 7 wordt nagegaan of de oordelen van patiënten over de zorg worden 
voorspeld door de gezondheidstoestand. Hiertoe werden de gegevens uit de in 
hoofdstuk 6 beschreven studie nader geanalyseerd. Gezondheidstoestand was gemeten 
met behulp van zes WONCA/ COOP kaarten. Het bleek dat een slechte algemene 
Samenvatting 189 
gezondheidstoestand minder positieve oordelen voorspelde over Organisatie van 
afspraken', 'continuïteit', 'relatie en communicatie', 'medische zorg', 'informatie' en 
'steun'. Een slechte geestelijke gezondheid voorspelde minder positieve oordelen over 
'samenwerking' en een sterke behoefte aan meer zorg. Oordelen over de 'accomodalie' 
en 'beschikbaarheid bij spoed' werden niet door de gezondheidstoestand voorspeld. 
Gezondheidstoestand en oordelen over de zorg hangen dus samen, maar deze 
samenhang varieert voor de verschillende aspecten van de twee concepten. 
In hoofdstuk 8 worden twee methoden voor gegevensverzameling met elkaar 
vergeleken: uitdelen van de vragenlijst aan opeenvolgende spreekuurbezoekers 
('spreekuurenquête' ) en de vragenlijst per post versturen aan een steekproef uit het 
patiéntenregister ('enquête per post'). Hiertoe werden de gegevens uit de in hoofdstuk 5 
beschreven studie nader geanalyseerd. De respons was 63% in de enquête per post en 
72% in de spreekuurenquête. De samenstelling van de patiëntenpopulatie was vrijwel 
identiek, behalve dat in de spreekuurenquête meer patiënten zeiden een 'andere 
chronische aandoening' te hebben. Het percentage mensen dat een oordeel gaf (item-
respons) was gelijk in beide methoden. Patiënten in de postenquête neigden de extreme 
antwoordcategorieën vaker te gebruiken voor bepaalde aspecten van zorg, maar deze 
trend was niet significant. De twee methoden leveren dus vergelijkbare resultaten, maar 
de spreekuurenquête heeft het voordeel van de hogere respons. 
Hoofdstuk 9 bevat een studie naar de betrouwbaarheid van de gemeten oordelen van 
patiënten over de zorg. De gegevens uit de studie, beschreven in hoofdstuk 6, werden 
nader geanalyseerd met behulp van de generaliseerbaarheidstheorie. Nagegaan werd 
hoe de betrouwbaarheid varieert met het aantal vragen en het aantal ondervraagde 
patiënten. Voor de meeste dimensies wordt een goede betrouwbaarheid (coëfficiënt van 
0.80 of hoger) bereikt voor oordelen per patiënt, als tenminste drie vragen worden 
gebruikt. Om een goede betrouwbaarheid te bereiken voor per huisarts geaggregeerde 
oordelen van patiënten, moeten drie vragen en 90 patiënten, of vijf vragen en 60 
patiënten beschikbaar zijn voor de meeste dimensies. Voor de dimensies 
'beschikbaarheid bij spoed', 'accomodatie' en 'continuïteit' zijn meer vragen of patiënten 
nodig. Het blijkt dus dat de betrouwbaarheid varieert tussen verschillende dimensies 
van de zorg, maar ook tussen de oordelen per patiënt en de per huisarts geaggregeerde 
oordelen. 
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In hoofdstuk 10 worden conclusies geformuleerd en een beschouwing op de resultaten 
van de studies gegeven. Het ontwikkelde instrument (CEP) is gebaseerd op een 
taxonomie van negen dimensies van huisartsenzorg, die sterk is gefundeerd op theorie, 
systematische literatuurstudies en kwalitatief onderzoek en patiënten enquêtes. De 
betrouwbaarheid van de scores per patiënt is goed, maar voor een goede 
betrouwbaarheid van de geaggregeerde scores per huisarts of praktijk is een voldoende 
grootte steekproef van patiënten nodig. De praktische toepasbaarheid kan bepalen of de 
vragenlijst wordt uitgedeeld aan opeenvolgende bezoekers van het spreekuur of per post 
wordt verzonden aan een steekproef uit de patiëntenregistratie. 
Veel aspecten van huisartsenzorg zijn belangrijk voor chronische patiënten, maar 
patiënten kunnen niet over alle aspecten relevante oordelen geven. De CEP bestaat uit 
de volgende negen dimensies: 'organisatie van afspraken', 'beschikbaarheid bij spoed', 
'accommodatie', 'continuïteit', 'samenwerking', 'medische zorg', 'relatie en 
communicatie', 'informatie en advies', en 'steun'. Hoewel de meeste patiënten positief 
over de huisartsenzorg oordelen, bestaat er een aanzienlijke variatie tussen 'erg positief 
en 'gematigd positief ten aanzien van deze dimensies, zowel tussen verschillende 
patiëntencategorieën en tussen patiënten van verschillende huisartsen. Patiënten met een 
lagere leeftijd, lagere opleiding en slechtere gezondheidstoestand oordeelden minder 
positief over de huisartsenzorg. 
Dit proefschrift draagt bij aan een beter inzicht in oordelen van patiënten over de 
huisartsenzorg. Het inventariseren van de oordelen van patiënten over de zorg is een 
veelbelovende methode om de gezondheidszorg gevoeliger te maken voor de wensen en 
behoeften van patiënten. 
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Wat vindt u van uw huisarts? 
Een vragenlijst over de kwaliteit van de zorg 
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Toelichting 
In deze vragenlijst wordt gevraagd naar uw mening over de organisatie van de huisartspraktijk en de werkwijze 
van uw huisarts. Als u de vragenlijst invult kunt u hem of haar helpen om nog beter aan uw wensen en behoef-
ten tegemoet te komen. 
De ingevulde vragenlijst zal worden verwerkt door medewerkers van de Universiteit van Nijmegen. Uw 
gegevens zullen vertrouwelijk worden behandeld. De huisarts ontvangt alleen een samenvatting van de resulta-
ten. Uw naam wordt nergens bij vermeld. 
- Bij de meeste vragen kunt u het antwoord aangeven door het hokje aan te kruisen dat bij het door u 
gekozen antwoord hoort. Wilt u bij iedere vraag één antwoord geven? 
Voorbeeld: 
Wat vindt u v»r* «te grootte va« <te 
wachtkamer? 
onvol-
doende 
α 
twijfel­
achtig 
D 
vol­
doende 
Q 
ruim 
vol­
doende 
D 
goed 
D 
zeer 
goed 
Q 
geen 
mening/ 
n.v.t. 
α 
Er bestaan geen goede of foute antwoorden: het gaat om uw eigen mening en ervaringen. 
Misschien zijn niet alle vragen van toepassing. Bijvoorbeeld: Als u nog nooit uw huisarts heeft geraad­
pleegd voor een spoedgeval, kunt u hierover uiteraard niets zeggen. In dat geval kunt u het hokje 'geen 
mening/n.v.t.' (niet van toepassing) aankruisen. 
In de vragenlijst zijn ook enkele vragen opgenomen, waarbij u in uw eigen woorden uw mening kunt 
geven. 
Wij danken u bij voorbaat voor uw medewerking. 
Werkgroep Onderzoek Kwaliteit, 
Universiteit van Nijmegen 
Α. De organisatie van de praktijk 
De vragenlijst gaat over DEZE huisarts. 
Allereerst willen wij uw mening vragen over het maken van een afspraak en het telefonisch spreekuur. 
1 Hoe duidelijk vindt u de M a r m a t i 6 over 
de organisatie van de praktijk 
{spreekuurtijden, spoednymmer, 
weefcendregeHng, etc,}? 
2 Wat vindt u van de telefonische 
bereikbaarheid van de praktijk voor 
het maken van een afspraak? 
3 Als « belt voor een afspreek, k«nt u 
dan i r tô l terecht op het spreekuur? 
4 Hoe prettig vindt u het tijdstip 
waarop uw huisarts spreekuur houdt? 
S Doet de assistente moeite 
om een afspraak te maken op 
een moment dat u uitkomt? 
6 Staan de assistentes u correct te 
woord? 
7 Vond M de lengte van da wachtt i jd bij 
uw laatste bezoek acceptabel? 
8 Komt het tijdstip waarop het 
telefonisch SDreekuur is. u uit? 
9 Wat vindt u van de telefonische 
bereikbaarheid var» u w huisarts 
tijdens het te le fe^sçh spreekuur? 
onvol-
doende 
D 
D 
• 
D 
O 
D 
• 
D 
D 
twijfel-
achtig 
D 
α 
• 
D 
D 
D 
D 
D 
D 
vol­
doende 
α 
D 
O 
D 
α 
D 
D 
D 
α 
ruim 
vol­
doende 
α 
G 
О 
D 
Ρ 
D 
D 
α 
D 
goed 
D 
Π 
о 
D 
α 
D 
D 
D 
Ö 
zeer 
goed 
α 
π 
D 
D 
ö 
D 
D 
D 
D 
geen 
mening/ 
n.v.t. 
α 
D 
D 
D 
α 
D 
α 
D 
о 
10 Hoe lang heeft u bij uw laatste 
bezoek moeten wachten in de 
wachtkamer (na de afgesproken tijd)? 
minuten 
geen 
mening 
/n.v.t 
α 
1 
WIJ willen ook graag weten wat u vindt van het praktijkgebouw. 
η Wat vindt u van de toegankeHjkheid 
van uw huisartsprafctijk voor mensen 
día slecht ter been ¡rijn, zoals 
ntfstuolgabruikers? 
12 Vindt u dat de stoelen in de 
wachtkamer prettig genoeg zitten? 
13 Wat vindt υ van de inrichting vsn 
de wachtkamer? 
onvol­
doende 
D 
D 
O 
twijfel­
achtig 
Ρ 
D 
0 
vol­
doende 
α 
D 
α 
ruim 
vol­
doende 
D 
D 
α 
goed 
α 
D 
α 
zeer 
goed 
ö 
D 
D 
geen 
mening/ 
n.v.t 
O 
D 
α 
Nu willen we u nog enkele vragen stellen over de behandeling en over de samenwerking met andere 
hulpverleners. 
14 Kunt υ »feeds dezelfde huisarts 
spraken? 
15 Weet uw huisarts welke klachten en 
behandelingen bij uw vorige bezoeken 
zijn besproken? 
t e Vraagt uw huisarts u om regelmatig 
terug te komen op het spreekuur, 
om goed in te gaten te houden hoe het 
mat u geet? 
17 Als de assistente medische 
handelingen uitvoert, is zij dan op de 
hoogte van de behandeling die u van 
uw huisarts krijgt? 
onvol­
doende 
D 
D 
O 
D 
twijfel­
achtig 
D 
D 
D 
D 
vol­
doende 
o 
D 
α 
D 
ruim 
vol­
doende 
O 
D 
• 
G 
goed 
O 
D 
α 
π 
zeer 
goed 
α 
D 
α 
α 
geen 
mening/ 
n.v.t 
α 
D 
α 
D 
16 Komt de informatie ven uw huisarts 
overeen met die van de spectafist? 
19 Weet uw huisarts wat de fysiothera­
peut doet bij u? 
2D Houdt uw huisarts contact met u wan» 
neer ц bent opgenomen in het zieken­
hui? 
21 Weet uw huisarts dat u gezinszorg 
of wijkverpleging krijgt? 
onvol­
doende 
O 
D 
ö 
α 
twijfel­
achtig 
• 
Π 
Ώ 
D 
vol­
doende 
α 
D 
o 
D 
ruim 
vol­
doende 
O 
D 
• 
D 
goed 
α 
D 
O 
D 
zeer 
goed 
• 
D 
Ρ 
D 
geen 
mening/ 
n.v.t. 
α 
P 
α 
Ρ 
2 
De volgende vragen gaan over spoedgevallen. 
11 Wat vindt u van de telefonische 
bereikbaarheid van uw huisarts bij 
spoedgevallen overdag? 
23 Wat vindt u van de telefonische 
bereikbaarheid van de dienstdoende 
huisarts bij spoedgevallen in avond/ 
nacht of weekend? 
24 Wat vindt u van de snelheid waarmee 
de dienstdoende huisarts w helpt Щ 
spoedgevallen in avond/nacht of 
weekend? 
onvol­
doende 
D 
D 
α 
twijfel­
achtig 
α 
D 
D 
vol­
doende 
O 
D 
α 
ruim 
vol­
doende 
D 
D 
D 
goed 
α 
π 
D 
zeer 
goed 
0 
α 
α 
geen 
mening 
/η v.t. 
α 
D 
О 
Heeft u nog opmerkingen over de organisatie van de praktijk? 
Dit kunnen zowel positieve als negatieve punten zijn. 
GOED aan de organisatie van de praktijk vind ik: 
MINDER GOED aan de organisatie van de praktijk vind ik: 
3 
В. De werkwijze van uw huisarts 
Nu willen we enkele vragen stellen over de manier waarop de huisarts met u omgaat. 
1 In welke mate helpt uw huisarts u οιΐ* 
uw klachten duidelijk te maken? 
2 Laat uw huisarts blijken dat hij/zij 
begrijpt wat u vertelt over uw klachten 
of ziekte? 
3 Ir> welke mate toom uw huisarts 
belangstelling voor u als persoon? 
4 In hoeverre is uw huisarts op de 
hoogte van de situatie bij u thuis en 
op het werk/school? 
δ Laat u w huisarts u meedenken over 
een verklaring voor u w klachten? 
6 Vraagt uw huisarts uw instemming 
voordat onderzoek wordt verricht? 
7 Overlegt uw huisarts met u over wat 
de behandelingsmogelijkheden zijn? 
8 Kunt u zelf kiezen welke behandeling u 
krijgt? 
Ô In welke mate neemt uw huisarts tijd 
om met u te praten? 
10 In welke mate neemt uw huisarts tijd 
voor lichamelijk of laboratoriumonder-
zoek? 
onvol-
doen-
de 
Q 
D 
D 
D 
Q 
D 
α 
D 
D 
D 
twi j­
fel­
achtig 
• 
D 
D 
D 
D 
D 
α 
D 
p 
ρ 
vol­
doen­
de 
α 
Π 
Q 
D 
О 
D 
α 
D 
α 
ρ 
ruim 
vol­
doen­
de 
ö 
D 
O 
D 
Ρ 
D 
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Een ander onderdeel van de zorg van de huisarts is het medisch handelen. 
11. In hoeverre doet üw huisarts moeite om 
uw klachten te verminderen? 
12 Zorgt de behandeling van uw huisarts 
dat uw lichamelijke klachten zoveel mo-
gelijk verminderen? 
13 lorgt de aanpak van uw huisarts ervoor 
dat « *fch langere tijd prettiger voelt? 
14 Zorgt uw huisarts ervoor dat u niet méér 
onderzoek hoeft te ondergaan dan echt 
nodig is? 
15 Zorgt uw huisarts ervoor dat и niet méér 
medicijnen hoeft ta gebruikan dan echt 
nodig ís? 
16 In hoeverre zijn de adviezen van uw 
huisarts daadwerkelijk uit te voeren? 
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Bij de volgende vragen hoeft u geen oordeel te geven, maar kunt u aangeven of bepaalde dingen anders 
of beter zouden moeten. 
Zou u willen dat ... 
17 ... u w huisarts extra onderzoek in het 
ziekenhuis bij u laat doen (bloedonder­
zoek, foto's, etc.R 
18 ... uw huisarts langer zoekt naar de 
meest geschikte behandeling? 
19 ... u op dit moment een medisch 
specialist kort raadplegen over uw 
huidig« kjacht«r>? 
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Denkt u dat uw huisarts op medisch gebied nog bepaalde dingen zou kunnen 
verbeteren? Zo ja, welke dingen? 
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De volgende vragen gaan over de informatie die u w huisarts geeft. 
20 In hoeverre geeft uw huisarts u de 
kans om vragen te stellen? 
21 Hoe duidelijk vertelt uw huisarts steeds 
wat hij of zij van plan is? 
22 Hoe begrijpelijk vindt u de uitleg die uw 
huisarts geeft over het doel en verloop 
van uw behandeling? 
23 Bent u door uw huisarts er van 
overtuigd dat het belangrijk is om 
medicijnen in te nemen? 
24 Bent u door uw huisarts er van 
overtuigd dat het belangrijk is om 
zifn/hear adviezen op te volgen? 
25 Heeft u het gevoel genoeg te weten 
van uw aandoening(-en) om u thuis 
te kunnen redden? 
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26 Als het spreekuur uitloopt, wordt dit dan 
duidelijk gezegd? 
27 Maakt de huisarts tijdens het spreekuur 
wel eens gebruik van demonstratie-
modellen of -platen om u een beter in­
zicht in uw klacht te geven? 
28 Heeft uw huisarts и de afgelopen jaren 
weleens informatie gegeven over 
hulpmiddelen (rolstoel, aanpassingen in 
huis, etc)? 
29 Heeft uw huisarts u de afgelopen jaren 
weleens informatie gegeven over 
organisaties die hulp kunnen bieden 
(patiëntenorganisaties, zelfhulpgroepen. 
etc)? 
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Ook willen wij graag uw mening weten over de aandacht die uw huisarts heeft voor u en u w naasten. 
30 Stelt «w huisarts u gerust wat betreft 
uw klachten? 
31 Helpt uw huisarts u om met uw 
aandoening(en) te leren omgaan? 
32 Heeft uw huisarts aandacht voor 
de gevolgen van uw aandoening voor 
het dagelijkse leven? 
33 Wat vindt u van de steun die uw huis­
arts biedt aan uw partner of familie? 
34 In hoeverre probeert uw huisarts uw 
partner of directe naasten bij de 
behandeling te betrekken? 
35 Heeft uw huisarts oog voor de 
gevolgen van uw ziekte voor uw 
partner of directe naasten? 
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De volgende vragen gaan over de privacy in de praktijk. 
36 Kunt « in de wachtkamer horen wat aan 
de balie wordt besproken? 
37 Kunt u in de wachtkamer flarden van 
een gesprek in de spreekkamer 
opvangen? 
38 Werd uw huisarts tijdens het laatste 
consult gestoord door een telefoontje? 
39 Is het mogelijk een extra lange afspraak 
te maken? 
40 Heeft u weleens vertrouwelijke 
informatie over andere patiënten 
kunnen іегеп of horen (¡toais de 
patiëntenkaart, verwijskaart, 
oen recept of een telefoongesprefci? 
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Heeft u nog opmerkingen over de werkwijze van uw huisarts? Dit kunnen zowel positieve als negatieve 
punten zijn. 
GOED aan de werkwijze van de huisarts vind ik: 
MINDER GOED aan de werkwijze van de huisarts vind ik: 
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С. Algemene vragen 
Nu willen WIJ u enkele algemene vragen stellen. (Kruist u alstublieft aan welke antwoordcategone op u van 
toepassing is, of vul het antwoord in op de stippellijntjes.) 
1. Bent u man of vrouw? 
D man 
D vrouw 
2. Wat is uw geboortejaar? 
19 
3. Welke scholen of opleidigen heeft u gevolgd? 
D geen opleiding 
D basisonderwijs (lagere school) 
Π lagere beroepsopleiding (bv. LTS, huishoudschool) 
D MAVO, MULO 
D middelbare beroepsonderwijs (bv. MEAO, MDS, MTS) 
D HAVO, VWO, HBS 
D hoger beroepsonderwijs (bv. HTS, HEAO, PABO, HLS) 
D wetenschappelijk onderwijs (universiteit) 
D anders dan bovengenoemde mogelijkheden, namelijk, 
4. Hoe vaak heeft u gedurende de afgelopen 2 maanden contact gehad met de huisarts? 
(contacten met vervangende huisartsen ook meegeteld) 
Aantal keer: 
5. Hoe beoordeelt u uw algemene gezondheidstoestand gedurende de afgelopen twee weken? 
Wilt u één van de hokjes aankruisen? 
(COOP kaart) 
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6. Hieronder wordt een aantal ziekten en aandoeningen genoemd. 
Wilt u telkens i9W>r nf " н і " h p p f t i n H f i a f 9 e l o P e n 1 2 maanden heeft 
gehad? 
a. astma, chronische bronchitis o í CARA 
b. ernstige hartkwaal of hartinfarct 
c , hoge bloeddruk 
d. (gevolgen van) een beroerte 
e. suikerziekte 
f. rugaandoening van hardnekkige aard, langer dan drie maanden of hernia 
g . gewrïchtssHjtage {arthrose* van knieën, heupen of handen 
h. gewrichtsontsteking (chronische reuma, reumatoïde arthritis) 
van handen of voeten 
>. andere chronische reuma, langer dan drie maanden 
j . migraine 
k. overige ziekten of aandoeningen, ni. 
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7. Heeft u nog opmerkingen of suggesties voor uw huisarts? 
Hartelijk dank voor u w medewerking! U kunt de ingevulde vragenlijst in de antwoord-enveloppe 
naar de universiteit sturen (een postzegel is niet nodig). 
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Stellingen behorende bij het proefschrift 
PATIENTS EVALUATE GENERAL PRACTICE 
van Michel Jean Paul Wensing 
1. Patiënten oordelen over het algemeen positief over de 
huisartsenzorg, maar de aanzienlijke variatie tussen 
'gematigd' en 'zeer' positieve oordelen kan de huisarts toch 
aanzetten tot reflectie op het eigen handelen, (dit proefschrift) 
2. Patiënten met een chronische aandoening oordelen nauwelijks 
anders dan patiënten met een acute aandoening over de 
huisartsenzorg, maar de eerstgenoemden kunnen wel over 
meer aspecten van de zorg een oordeel geven, (dit 
proefschrift) 
3. Het oordeel van patiënten over de zorg wordt gekleurd door 
hun algemene gevoel van welbevinden, (dit proefschrift) 
4. Hoewel patiënten vooral prioriteit geven aan goed medisch en 
relationeel functioneren van de arts, zijn ook hun oordelen 
over de organisatie van de zorg goed bruikbaar voor 
kwaliteitsverbetering, (dit proefschrift) 
5. Van veel methoden voor patiëntenraadpleging is niet 
aangetoond dat zij betrouwbare uitspraken over 
zorgaanbieders mogelijk maken, (dit proefschrift) 
6. In areas of professional work where moral evaluation, 
custom, and personal experience are the guides, the public 
has every right to insist that it cannot be excluded from 
participation. 
Freidson E. Profession of Medicine. New York: Dodd, Mead, 1970 
7. Eenzijdige nadruk op het patiëntenperspectief leidt tot 
medicalisering van de maatschappij en kan de kwaliteit en 
toegankelijkheid van de gezondheidszorg bedreigen. 
8. Activiteiten gericht op beïnvloeding van professioneel 
handelen worden vaak teveel geleid door de beschikbaarheid 
van bepaalde interventies en te weinig door een analyse van 
de factoren die verandering bevorderen of belemmeren. 
9. Face validity is een onzinnig begrip. 
10. Er is meestal geen enkele reden om aan te nemen dat de 
waarheid wel in het midden zal liggen. 


